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Abstract 
Background: Medical advances, widespread vaccinations and improved living 
conditions have increased life expectancy. While globally, we are living longer than 
ever before, we are not living healthier and the number of persons living with at 
least one chronic condition is growing at an alarming rate. The increased morbidity 
attributed to chronic conditions is projected to place considerable pressure on 
existing primary care workforces and global health economies. This has stimulated 
interest in lateral strategies capable of alleviating workforce stressors and at the 
same time, deliver positive consumer outcomes. 
The positive outcomes associated with collaboration between health professionals 
in acute care areas are well reported in terms of reducing health care costs, 
enhancing job satisfaction and improving health outcomes. Collaboration is less 
well understood in the rapidly growing primary care sector where privately owned 
general practices often dominate. Understanding the nature of collaboration 
between general practitioners and general practice registered nurses may help 
inform the way that care is delivered in this work environment and highlight the 
issues so that the roles of clinical team members are optimised.  
Methods: This Project used Naturalistic Inquiry to explore collaboration between 
Australian general practitioners and general practice registered nurses. 
Participants were recruited from two Primary Health Networks in New South 
Wales, Australia via industry email, local workforce meetings and professional 
contacts. Data were collected via individual face-to-face interviews which were 
audio recorded and transcribed verbatim. Transcripts were imported into 
NVivo10™ and analysed using a process of thematic analysis.  
vi 
Results: Fourteen general practice registered nurses and eight general 
practitioners participated in the Project. Three overarching themes were revealed 
and each provided rich data for a hierarchy of subthemes. The overarching 
themes were: “Understanding collaboration in general practice”, “Understanding 
the general practice nurse’s role” and “The influence of funding models on 
collaboration”.  While all participants perceived that they worked collaboratively, ad 
hoc modes of communication, hierarchies, a lack of clarity around the nurse’s role 
and funding models challenged collaboration between general practitioners and 
registered nurses.  
Conclusion: General practice registered nurses are ideally situated to work 
collaboratively with general practitioners to manage chronic and complex 
conditions. It was evident that while general practitioners and general practice 
registered nurses work collegially they do not always collaborate in the delivery of 
health services. Collaboration may be improved by quarantining time for clinical 
team meetings, improving interprofessional education and by revising the current 
general practice funding model. While some of the challenges identified in this 
Project are unique to the small business model of Australian general practices, 
findings can inform collaboration between health professionals in other primary 
care settings.   
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Glossary 
 
Fee for Service Dominant funding structure for services provided 
within an Australian general practice. 
General Practitioner Sometimes referred to as family physicians. “A 
medical practitioner who provides primary 
comprehensive and continuing care to 
consumers and their families within the 
community”1 (p. 173).  
General Practice 
Registered Nurse 
A registered nurse who is employed by a general 
practice to deliver primary care in a general 
practice setting. 
Medicare “Australia’s universal health insurance scheme 
that allows Australians to receive free or 
subsidised medical treatment”2 (p. 58). 
Nurse Practitioner “A registered nurse who is educated and 
endorsed to function autonomously and 
collaboratively in an advanced and extended 
clinical role”3 (p. 1). 
Primary Care “Primary care refers to a person’s first point of 
contact with the health system and involves the 
management of a person’s illness or disease 
condition in a service that is typically contained to 
that care setting”4 (p. 2). 
Primary Health Care “Primary health care extends beyond the 
biomedical model of care to a social model of 
health based on the philosophy that for health 
improvement to occur the social, political, 
environmental and economic determinants of 
illness must be addressed”4 (p. 2). 
Scope of Practice “A profession’s scope of practice is the full 
spectrum of roles, functions, responsibilities, 
activities and decision making capacity that 
individuals within that profession are educated, 
competent and authorised to perform”5 (p.1). 
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Introduction 
An increased prevalence of chronic conditions and the associated rise in demand 
for community based health care has placed significant pressure on the general 
practice workforce. Once the domain of small, privately owned solo practices, this 
changing health profile has stimulated the rise of multi-disciplinary general 
practices and the employment of general practice registered nurses (GPRN)6,7. 
Having traditionally worked in isolation or in partnerships with other doctors, more 
general practitioners (GPs) are now working with GPRNs than ever before6. While 
the exponential growth of the GPRN workforce has broadened the range of 
services delivered in general practice, little is understood about the way that GPs 
and GPRNs collaborate to deliver these services. This may be important in terms 
of maximising the utilisation of nurses and improving the satisfaction and retention 
of these nurses in the general practice setting.  
The Global Prevalence of Chronic Conditions  
A decline in infant mortality, improved living conditions and advanced medical 
technologies have contributed towards global populations living longer than ever 
before8. Despite these improvements, evidence suggests that we are not living 
healthier9,10. Chronic conditions are now considered to be the leading cause of 
death and disability globally and account for more deaths than all fatal or non-fatal 
conditions combined10. Indeed, the global number of deaths attributed to chronic 
conditions is projected to increase from 38 million in 2012 to 52 million by 203010. 
An ageing population is further set to exacerbate the physical, social and financial 
burdens associated with the prevalence of chronic conditions. Evidencing global 
ageing, for the first time, the number of people aged over 65 years has surpassed 
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those aged under 5 years11. Internationally, the number of persons aged over 65 
years is projected to increase from 524 million in 2010 to 1.5 billion by 205011. As  
significant consumers of health care services, it is anticipated that such growth in 
the older population will create a greater demand for health services and thus 
exert considerable pressure on the existing health workforce12.  
Reflecting the international trajectory of an ageing population, the number of 
Australians aged over 65 years increased by 116,000 persons between 2015 and 
201613. This represents an overall growth of 3.3%, and makes this cohort the 
fastest growing group of all Australians13. National data further reveal that more 
than 50% of Australians now live with one chronic condition and 23% live with 
multiple chronic conditions14. Consistent with the international growth of chronic 
conditions in older people, 87% of Australians aged over 65 years report one 
chronic condition and 60% report multiple conditions14.  
The Impact of Chronic Conditions on Global Economies 
The Declaration of Alma Ata in 1978 stimulated an international reorientation of 
health care away from a reactive model catering for acute conditions and 
infectious diseases towards a proactive model of preventative primary care15-17. 
While this reorientation was designed to provide affordable and equitable care for 
all18, chronic conditions, including cardiovascular disease, cancers and respiratory 
diseases are projected to cost global economies $4 trillion, or 50% of all 
healthcare expenditure by 202019. This new environment has stimulated interest in 
collaboration between health professionals and its potential to deliver cost 
effective care that meets the challenges arising from this changing disease 
profile8,16,17. 
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Nationally, Australian primary health care expenditure has increased by over 
$AUD20.0 billion since the 2003-04 budget14. Of this, over $1 billion is spent 
annually on planning and coordinating chronic care20. Despite increased 
expenditure on primary health care, 50% of Australians with chronic conditions do 
not receive the recommended primary care for their condition(s)20. In addition to 
this, billions of dollars are spent managing exacerbations in hospital which likely 
could have been prevented by improved primary care21,22. Such experiences are 
repeated internationally and in the United States for example, despite high levels 
of health spending, avoidable hospital admissions caused by chronic conditions 
continue to exceed that of some less developed Organization for Economic Co-
operation and Development (OECD) countries9. 
Historic Challenges to Collaboration in Australian General Practice 
General practices are ideally located within community settings where consumers 
with on-going health care needs live23. While nurses have the expertise to manage 
chronic and complex conditions, traditional ways of working within general practice 
may challenge collaboration with GPs24. For example, GPs have historically 
applied a biomedical model of care focused on acute, episodic conditions and 
infectious diseases25,26. Nurses have historically noted the limitations of such a 
model in terms of its failure to develop nursing roles and failure to meet the 
healthcare needs of consumers with chronic conditions who best respond to a 
person-centred approach and ongoing interactions with multidisciplinary health 
professionals27-30.  Additionally, many GPs have operated as solo practitioners for 
many years, which has created a culture of autonomous practice. Nurses have 
historically played supportive roles in Australian general practice fulfilling the role 
of receptionist and hand-maiden rather than health professional26,31,32. These 
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traditional modes of working will potentially impact collaboration between GPs and 
GPRNs and fail to maximise the nurse’s potential to contribute to health outcomes 
in this environment33,34.  
General Practice in Australia 
It is acknowledged both internationally, and nationally, that strong primary health 
care systems deliver cost effective health care, reduce health inequities, have 
lower hospitalisation rates and deliver better health outcomes15,35-39. Taking a 
broad philosophical approach to health, primary health care recognises the social, 
economic and environmental determinants of health. While often used 
interchangeably, primary care is a narrower concept which describes the front-line 
delivery of continuous, comprehensive and co-ordinated healthcare within the 
community40. In Australia, primary care is largely delivered via a range of privately 
owned and corporate general practices. To appreciate potential challenges of 
collaboration between GPs and GPRNs in Australian general practice, it is 
important to understand this business environment and the health system context 
in which GPs and GPRNs work.  
While the number of larger corporate practices in Australia and New Zealand are 
increasing, most general practices in Australia continue to be owned and operated 
by GPs themselves41,42. The private nature of general practices and the small 
business model within which they operate, differentiates this workplace from most 
other health care settings. In Australia, a general practice’s income is 
predominantly generated via a fee-for-service (FFS) arrangement payed for by a 
publicly funded insurance scheme (Medicare). However, consumer co-payments, 
private health insurers and the Department of Veterans Affairs provide additional 
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reimbursements for particular items of service43,44. This funding arrangement 
differs from many other OECD countries which often blend FFS with fixed 
capitation and quality improvement programs45.  
Each year, more Australians present to general practices for the management of 
modifiable lifestyle risk factors and chronic conditions6. While positive gains have 
been made in reducing the consumption of tobacco and alcohol, other modifiable 
risk factors, including obesity and physical inactivity are emerging as leading 
contributors to chronic conditions9. Over the past decade, the increased 
prevalence of chronic conditions has seen the number of presentations to 
Australian general practices grow by 38%6. In real terms, this equates to each 
Australian presenting to a general practice 6.9 times per year, an increase from 
5.0 visits per year a decade ago1. Evidencing the increased chronicity in our 
ageing population, eight million additional GP encounters were made by 
Australians aged over 65 between 2006-20156. These figures highlight the urgent 
need to consider long-term strategies to manage the growing demand for primary 
care services. 
The Emergence of Nursing in General Practice 
Having first appeared in the United Kingdom and New Zealand during the 1960s 
and ‘70s, the role of the general practice nurse is well established and 
recognisable in these countries46. Until little more than a decade ago, nursing in 
Australian general practice was rarely considered as a viable career pathway and 
instead was largely the domain of GPs’ wives who played the dual role of nurse 
and receptionist23,47. Recognising the growing demand for primary care services, 
the Australian government introduced several incentive programs to stimulate the 
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employment of nurses in general practice and to support an enhanced role for 
these nurses48. Such incentives have paved the way for GPRNs to address the 
projected workforce increases required to manage the workload created by 
chronic conditions7,49,50. Indeed, nursing in general practice is now recognised as 
one of the fastest growing areas of nursing in Australia and has seen the number 
of nurses grow from around 3,000 in 2003 to now account for over 12,000 
nurses49,51,52.  
Despite their expertise and growth, the evolution of nurses in Australian general 
practice has not been without its challenges. Roles often developed without clearly 
defined expectations and in response to available funding and the prevailing 
needs of the local population2,53. At times, this ad hoc growth has led to the 
underutilisation of GPRNs and minimised their potential to engage collaboratively 
with GPs53-58.  
Managing Chronic Conditions in General Practice 
As far back as the late 1990s, Wagner and colleagues59,60 recognised that the 
management of chronic conditions required a transformation in the way that 
healthcare was delivered. The Chronic Care Model derived from their research 
presents the potential gains made by a prepared and proactive team of health 
professionals working collaboratively within a consumer centric model of care33,59. 
The Chronic Care Model is founded on organisational commitment, continuous 
relationships, individualised evidenced based care and cooperation between the 
care team33,61. The researchers found that coordinating and managing chronic 
conditions in general practice in this way reduced healthcare costs and minimised 
the functional deterioration and disability of the consumer62,63.  
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The growth of the GPRN workforce and the capacity for these nurses to contribute 
to the modification of lifestyle risk factors positions them as integral members of 
the general practice team64,65. GPRNs are consistently demonstrated in the 
literature as having the skills to critically assess the physical and psychosocial 
needs of the consumer and to effectively deliver risk factor modification 
counselling and interventions24,65-68. Indeed, the literature suggests that GPRNs 
have the capacity to achieve greater consumer compliance than GPs24,69, 
consistently provide more support than GPs70 and for nurse-led care to be 
acceptable and feasible to both GPs and consumers24,71,72. Using these skills 
within a chronic care model has the potential to broaden the range of services 
provided in general practice and to alleviate workforce burdens brought about by 
the epidemic of chronic conditions.  
Characteristics and Challenges of Collaboration 
D’Amour and colleagues73 suggest that collaboration between health professionals 
is key to increasing the effectiveness of health services. Indeed, there is 
increasing recognition among key stakeholders, including policy makers, health 
care organisations and consumers that collaborative models of care which foster 
preventative and personalised care can help contain costs, enhance satisfaction 
and optimise health outcomes73,74.  
Collaboration is described as a dynamic process occurring across a continuum of 
professional autonomy that transcends hierarchical powers and professional 
boundaries73,75. On one end of the continuum, team members regularly meet to 
exchange knowledge and expertise, and consequently experience greater 
collaboration73,76 (Figure 1.1). While individual team members may experience 
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less autonomy at this end of the continuum, consumer outcomes are optimised 
because the team as a whole is integrate73. While there are decreasing levels of 
interdependence in the middle of the continuum, team members continue to share 
information. However, at the opposing end of the continuum, there is a tendency 
for individuals to work autonomously and in parallel to each other73,77. Having 
fewer interactions, team members lack shared understandings and consequently, 
have a tendency to collaborate less76,78. 
 
 
Figure 1.1: The Spectrum of Collaboration77 
 
For more than three decades, research has presented and discussed collaboration 
between nurses and medical practitioners79-84. While much of this research has 
been conducted in acute care settings85-91, interest in collaboration in primary care 
settings is growing. However, to date, most has sought to explore collaboration 
between GPs and mental health professionals, dentists, community pharmacists 
and nurse practitioners (NPs)92-103. This is perhaps to be expected given the need 
to develop community partnerships and the relatively new introduction of GPRNs 
into the Australian general practice landscape. Despite this, there has been a 
disproportional emphasis exploring collaboration between GPs and NPs, who 
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comprise the smallest cohort of all nurses employed in primary care104,105. Two 
plausible explanations exist for this. Firstly, given their extended scope of practice 
it is feasible that NPs would work collaboratively with GPs to share client loads. 
Secondly, while legal collaborative care agreements are required between 
Australian NPs and GPs, no such agreement exists between GPs and Registered 
Nurses who are not NPs106. 
Despite the significant changes to the general practice team brought about by the 
increasing GPRN workforce in this setting and the growing interest in collaboration 
between GPs and allied health professionals, there has been limited detailed 
investigation exploring collaboration between GPs and GPRNs. Given the 
exponential growth of the nursing workforce in this setting and the predicted 
workforce stressors brought about by an increased prevalence of chronic 
conditions, it is timely to explore the nature of collaboration between the two 
largest groups of health professionals working in general practice. Such research 
will provide evidence that may improve the effectiveness of available resources 
and inform the development of models of care to address the growing burden of 
chronic conditions. 
Aim of the Project 
This Project seeks to uncover new knowledge around the way that GPs and 
GPRNs collaborate in Australian general practice. In addition to this, the Project 
aims to generate new evidence around strategies that facilitate collaboration 
between GPs and GPRNs. 
 
CHAPTER 1:  INTRODUCTION 
11 
Research Question 
This Project will address the research question: 
What are the experiences of registered nurses (GPRNs) and general practitioners 
(GPs) in collaborating within Australian general practice? 
Significance of the Project 
This Project will deliver several significant outcomes. Firstly, it will provide new 
knowledge and an evidence-base around the way that GPs and GPRNs 
collaborate in general practice and identify the facilitators and barriers to such 
collaboration. This understanding could be used to inform organisational policies 
and undergraduate curricula to improve interprofessional practice and the type of 
collaborative care that has been shown to improve satisfaction and health 
outcomes. Secondly, understanding the working relationship between GPs and 
GPRNs will help open the dialogue between these professional groups so that the 
complex issues associated with collaboration and teamwork may be discussed. 
This is important to ensure that these health professionals have a clear 
understanding of the issues from each other’s perspectives. Finally, in an era of 
professional healthcare shortages, improving the way that GPs and GPRNs work 
together in general practice will facilitate building the capacity of the primary care 
workforce and strengthen the delivery of primary care services. 
Thesis Structure 
This thesis is structured in accordance with the Higher Degree Research (HDR) 
thesis by compilation policy of the University of Wollongong (UOW)107. It 
comprises seven Chapters, including five peer reviewed journal publications. 
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While authorship of each publication acknowledges the whole research team, as 
lead researcher, the candidate provided the most significant contribution to each 
publication and is listed as first author. The lead researcher performed the 
literature review, undertook data collection, analysis, prepared all manuscripts and 
addressed reviewer comments under the guidance of the supervisors. The Project 
methodology and design were discussed as a team. The supervision panel cross-
checked analyses and provided expert opinion and critical review.  
As required by the Higher Degree Research thesis by compilation policy107, each 
publication is substantially different in focus and content. Each publication 
(Appendix F) meets the standards of individual publishers. In accordance with the 
Higher Degree Research thesis by compilation policy107, each publication has 
been re-formatted for inclusion within the body of the thesis.  
This Introduction Chapter has provided the reader with a background into 
Australia’s healthcare system and the forces shifting it towards preventative 
primary care. Global comparisons have been made and fiscal and workforce 
pressures challenging the primary care workforce have been presented. Insight 
into the emergence of GPRNs in Australian general practices and the potential for 
this new workforce to work collaboratively has been provided. The aims of the 
Project, the research questions and the significance of this Project have also been 
presented in this Chapter.  
Chapter Two is comprised of Paper 1, ‘An integrative review of facilitators and 
barriers influencing collaboration and teamwork between general practitioners and 
nurses working in general practice’. This paper was published in the Journal of 
Advanced Nursing. It offers a critical synthesis of the international literature and 
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highlights the gaps in the knowledge around collaboration between GPs and 
GPRNs working in general practice that this study sought to address.  
Chapter 3 presents the research methodology and methods that underpinned this 
Project and comprises two parts. The first part contains Paper 2, ‘An exemplar of 
naturalistic inquiry in general practice research’ which was published in Nurse 
Researcher and explicates the application of naturalistic inquiry within this Project. 
The second part provides a detailed explanation of how the data were collected 
and analysed, as well as the application of rigour and ethical considerations.  
Chapter 4 presents an overview of the overarching key themes and sub-themes 
which emerged from the findings. It also explicates how these themes are 
presented in terms of publications. The first overarching theme ‘Understanding 
collaboration in general practice’, is presented within the Chapter as Paper 3 
which was published in Family Practice.  
Chapters 5 and 6 present the two remaining overarching themes arising from this 
Project. Chapter 5 presents Paper 4 ‘Understanding the general practice nurse’s 
role’, published in the Journal of Clinical Nursing. Subsequently, Chapter 6 
presents Paper 5 ‘The influence of funding models on collaboration in Australian 
general practice’ which was published in the Australian Journal of Primary Health.  
A discussion of the key concepts and conclusion to this thesis are presented 
together in Chapter 7. Key concepts are presented and synthesised in relation to 
the contemporary literature. Recommendations around practice, policy, education 
and further research are made. Strengths and limitations of this Project are also 
discussed.  
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Chapter Introduction 
The following integrative review of the international literature (Paper 1), 
synthesises current understandings and identifies the gaps in knowledge relating 
to the nature of collaboration between GPs and nurses. It presents a background 
to collaboration and explores the distinction between collaboration and teamwork. 
Paper 1 was published in the Journal of Advanced Nursing (Impact factor: 1.917, 
Nursing Social Sciences Ranking: 9/114) as; 
McInnes, S., Peters, K., Bonney, A. and Halcomb, E. (2015). ‘An 
integrative review of facilitators and barriers influencing 
collaboration and teamwork between general practitioners and 
nurses working in general practice’, Journal of Advanced Nursing 
71(9): 1973-1985. 
As of July 2017, Google Scholar records that Paper 1 has been cited on 34 
occasions.  
Abstract 
Aim: To identify facilitators and barriers influencing collaboration and teamwork 
between GPs and nurses working in general (family) practice. 
Background: Internationally, a shortage of doctors entering and remaining in 
general practice and an increasing burden of chronic conditions has diversified the 
nurse’s role in this setting. Despite a well-established general practice nursing 
workforce, little attention has been paid to the ways doctors and nurses 
collaborate in this setting.  
Design: Integrative literature review. 
CHAPTER 2:                           INTEGRATIVE REVIEW 
16 
Data sources: CINAHL, Scopus, Web of Life, Cochrane Library, Joanna Briggs 
Institute Library of Systematic Reviews and Trove (dissertation and theses) were 
searched for papers published between 2000 and May 2014.  
Review methods: This review was informed by the approach of Whittemore and 
Knafl108. All included papers were assessed for methodological quality. Findings 
were extracted, critically examined and grouped into themes.  
Results: Eleven papers met the inclusion criteria. Thematic analysis revealed 
three themes common to the facilitators of and barriers to collaboration and 
teamwork between GPs and GPRNs in general practice: (1) roles and 
responsibilities; (2) respect, trust and communication; and (3) hierarchy, education 
and liability.  
Conclusion: This integrative review has provided insight into issues around role 
definition, communication and organisational constraints which influence the way 
nurses and GPs collaborate in a team environment. Future research should 
investigate in more detail the ways doctors and nurses work together in general 
practice and the impact of collaboration on nursing utilisation and staff retention.  
Introduction 
A critical shortage of GPs and nurses is of international concern to the primary 
care workforce109,110. Given the challenges associated with an increased 
prevalence of chronic and complex illness, it is important that primary care teams 
work collaboratively to ensure that the most appropriate health professional 
provides care in an efficient and timely manner. To date, however, the varied 
nature of clinical presentations in general practice and poorly defined nursing 
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scopes of practice, challenge the way that tasks and leadership are delegated 
across the general practice team109,111. 
In most OECD countries, including Australia, New Zealand and the United 
Kingdom, general practices are recognised as providing continuous, 
comprehensive patient centred healthcare across the lifespan112. Similar health 
providers in Canada and the United States are often referred to as family 
practices. Internationally, an increased retirement of GPs, GP burnout and a trend 
towards the feminisation and part-time employment of the GP workforce have 
exacerbated the shortage of doctors in this healthcare sector113-115. In the United 
States alone, the number of primary care doctors retiring from general practice will 
exceed the number entering the profession by 2016116. This trend is replicated 
internationally throughout Canada, Europe, Australia and New Zealand41,117-120. To 
meet the demands associated with a growing shortage of GPs, it is increasingly 
important to look towards strategies which empower nurses in general practice to 
provide more care within their scope of practice50.  
It is broadly recognised that the general practice environment is a complex and 
multidimensional work environment. Throughout the United Kingdom, Canada, the 
United States, Australia and New Zealand general practices are predominantly 
privately owned small business enterprises121,122. Income is largely generated via 
publicly funded national health insurance schemes or a blended payment model 
combining fixed capitation with variable FFS121,123,124.  
Demonstrating the diversity of the general practice workplace, practices may 
operate as either a solo practice; a multi-physician practice; a multifaceted 
corporate business where all staff (including doctors) are employees; or as a 
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‘super clinic’ which may include a pharmacy, radiology, community nurse and 
pathology123. Adding to the complexity of the general practice workforce, different 
categories of nurses are employed in general practice. These may include, but are 
not restricted to, Diploma prepared enrolled nurses with a limited scope of practice 
through to Baccalaureate prepared registered nurses and Masters prepared NPs 
with an extended scope of practice109,123.The nurse’s role within this setting is 
subject to a range of environmental factors, including the practice size; patient 
demographics; practice structure and individual employment arrangements123.  
Background 
Collaboration and teamwork between health professionals have been shown to be 
key elements in the delivery of cost effective health care, positive patient 
outcomes and enhanced patient and professional satisfaction36,111,125,126. Other 
views however, link collaboration to conflict and poor team outcomes127,128. This 
implies that despite its demonstrated benefits, collaboration between health 
professionals is a complex and multifaceted issue.  
A frequent misconception associated with collaboration and teamwork, is the 
assumption that one is inextricably linked to the other129. While collaboration and 
teamwork share common characteristics around shared goals, decision making, 
trust and respect, the two comprise subtle differences in relation to leadership, 
power and autonomy73,130,131. Similar to collaboration and teamwork, shared care 
is also used to describe an approach where different health professionals work 
together and share skills, knowledge, decision making and responsibilities47,132. In 
a complex health system striving towards the delivery of high quality primary care, 
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it is important that health professionals are able to differentiate characteristics of 
collaboration and teamwork within the context of their workplace.  
Unlike the acute care literature, there has been limited research investigating the 
ways GPs and nurses work together in the general practice setting. However, it is 
surmised that both disciplines work in complementary roles with a multidisciplinary 
approach to teamwork133,134. In exploring multidisciplinary and interdisciplinary 
approaches to teamwork in settings outside of general practice, Körner135 noted 
that multidisciplinary teams comprise different disciplines with clearly defined 
roles, specific tasks and hierarchical lines of authority working independently and 
in parallel to each other. Further, multidisciplinary team members do not challenge 
disciplinary boundaries and interaction or collaboration across disciplines is 
limited136. Given the importance of optimising the quality of service provision, it is 
timely to investigate issues which influence collaboration and teamwork between 
nurses and doctors in general practice. 
Review Method 
Aim 
The aim of this integrative review was to identify the facilitators and barriers 
influencing collaboration and teamwork between GPs and nurses working in 
general (family) practice.  
Design 
The conduct of this integrative review was guided by the framework described by 
Whittemore and Knafl108. This approach allows the simultaneous synthesis of 
qualitative and quantitative research methods108. Similar data are extrapolated, 
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reduced and categorised for analysis in succinct chronological themes. 
Visualisation within a single matrix allows an iterative process of evaluation to 
isolate patterns, commonalities and emerging themes108. Conclusions are drawn 
from each theme and integrated into a summary statement108. 
Search Strategy 
A multistep approach was employed in the search for primary literature. This 
included keyword searching of electronic databases, systematically investigating 
the reference list of identified papers and hand searching of relevant 
publications137. Databases searched were CINAHL, Scopus, Web of Life, 
Cochrane Library, Joanna Briggs Institute Library of Systematic Reviews and 
Trove (dissertation and theses). Search terms included collaboration, team, 
multidisciplinary, interdisciplinary, interprofessional, nurse, physician, general 
practice, general practitioner, family practice, family medicine and primary care. As 
general practice is an ever changing environment, studies were only included if 
they were published between January 2000 and May 2014 (Table 2.1).  
 
Table 2.1: Inclusion Criteria 
Inclusion criteria Exclusion criteria 
• Paper reports on collaboration or 
teamwork between a nurse and a doctor 
working in general practice. 
• Published January 2000-May 2014. 
• Published in a peer-reviewed journal. 
• Published in the English Language. 
• Unable to isolate or extract data around 
collaboration or teamwork between the GP 
and nurse working in general practice. 
• Paper examines collaboration or 
teamwork between GPs and consumers, 
NPs or other allied health professionals. 
• Discussion papers, literature reviews, 
anecdotal reports or editorials. 
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Due to resource constraints, only peer-reviewed papers published in the English 
language were included. Primary research papers were eligible for inclusion if any 
of the findings related to collaboration or teamwork between GPs and nurses 
working in general practice. Studies which did not isolate or allow extraction of 
data between GPs and nurses working in general practice were excluded. Papers 
examining collaboration between GPs and NPs in general practice have a 
fundamentally different focus and so were excluded from this review. Similar 
consideration was applied to papers exploring collaboration between GPs and 
other allied health professionals and consumers. Interventions aimed at improving 
collaboration between GPs and nurses to enhance care for a specific patient 
group were excluded from this review as they reported outcomes related to health 
rather than collaboration. 
Search Outcomes 
Results from all database searches were exported into Endnote© Version 7. All 
duplicates were removed. Remaining titles and abstracts were screened for 
relevance based on inclusion and exclusion criteria by one researcher. Two 
supervisors independently screened remaining papers as suitable for inclusion. 
Consensus was reached by all researchers on papers for full review. In total, 11 
papers met the inclusion criteria for this integrative review (Figure 2.1). 
Appraisal of Methodological Quality  
According to Whittemore and Knafl108, there is no gold standard for assessing 
methodological quality. Confirming a lack of valid criteria for the concomitant 
appraisal of methodological quality, Pluye et al.138, developed a set of guidelines 
for the conduct and reporting of mixed studies. Similar guidelines for the critical 
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review of qualitative literature were revised by Letts et al.139 and were also used to 
appraise the methodological quality of papers in this integrative review. Qualitative 
studies in this review were considered to be of low methodological quality if data 
saturation was not achieved, consent was not gained and the researchers’ 
influence on the study was not addressed139. Mixed methods studies which did not 
describe the sampling, variables, methods to combine data or analysis were 
considered to be of low methodological quality138. 
Topic relevance was based on inclusion and exclusion criteria108. Papers included 
in this review were similar in their methodological quality and met all key 
considerations relevant to the study. No paper was rejected based on 
methodological quality108. 
 
 
 
 
 
 
 
 
Figure 2.1: Process of Paper Selection - Prisma flow diagram 
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Data Abstraction and Synthesis 
Given the heterogeneity of the included literature, meta-analysis was not possible 
and therefore, thematic analysis was undertaken140. To facilitate analysis, data 
were extracted into an evidence table. The tabulation of qualitative and 
quantitative findings within a single matrix supported the fusion of both narrative 
and statistical data141. Patterns and relationships were identified via an iterative 
process where the findings of all included studies were carefully read line by line. 
Analysis of data occurred as outcomes were coded according to similarities and 
differences and verified for accuracy and relevancy by all researchers140,141. Data 
in each theme were compared and contrasted142. 
Results 
After the removal of duplicates, the initial database search identified 2714 papers. 
2585 papers were excluded based on title and abstract. A further 109 papers 
reporting on collaboration between GPs and NPs, other health professions or 
consumers did not meet the inclusion criteria. In total, 25 papers were subject to a 
full review. Of these, 14 papers did not isolate data to either the GP or nurse and 
were also excluded.  
Eleven papers met the inclusion criteria and are presented in an evidence table 
(Table 2.2). These 11 papers described 9 separate studies, with two studies (22%) 
producing 2 papers each47,143-145. Three studies (33%) were conducted in New 
Zealand, 3 (33%) were undertaken in Europe (Finland, Germany and France), 2 
(22%) in Australia and 1 (11%) in Canada. Most studies reported using qualitative 
methods (n=7; 78%), while 2 (22%) studies reported mixed methods.  
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Table 2.2: Evidence Table 
Reference Focus 
Co
un
try
 
Sample Methods Findings 
Akeroyd et al.57 
Healthcare 
professionals’ 
perception of the 
nurses role as it 
relates to 
Interprofessional 
collaboration 
Ca
na
da
 
3 Practices 
2 Managers 
1 Dietician 
11 Physicians 
6 RNs 
2 OTs 
1 Pharmacist 
Qualitative 
Interviews & 
observation 
 
• Role ambiguity: The RN’s role in family practice is poorly 
contextualised or defined. Rather, it is defined by tasks and blurred 
with the roles of other practice members. 
• Trustworthiness: A critical factor in the collaboration between 
physician and RN. Higher trustworthiness is associated with greater 
collaboration.  
Condon et al.47 
Areas of effective 
shared care between 
GPs and PNs Au
str
ali
a 8 Practices 
10 GPs 
9 Nurses 
2 NPs 
Qualitative 
Interviews 
• GPs and practice nurses have effective working relationships that 
enhanced patient care. 
• Shared care was not found except around wound management 
Finlayson & 
Raymont134 
Teamwork between 
GPs and PNs 
Ne
w 
Ze
ala
nd
 
276 Practices 
277 GPs 
384 PNs 
Mixed 
methods 
Survey 
& Interview 
• New Zealand doctors and nurses see themselves as a team. 
• The nature of work and business context lends itself to a 
multidisciplinary style of teamwork.  
Jaruseviciene 
et al.146 
Constituents of 
teamwork in primary 
health care Lit
hu
an
ia 
29 GPs 
27 Community 
Nurses 
(working in a 
general 
practice) 
Qualitative 
Focus 
Groups 
• GPs and nurses formed the basis of the primary care team;  
• Team synergy depended on having a commitment to the team, trust, 
respect and to obey the GP;  
• Communication is important to teamwork; 
• GPs dominated leadership in primary care teams; 
• Some GPs would like nurses to be more independent yet nurses had 
to fulfil tasks delegated by the GP. 
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Reference Focus 
Co
un
try
 
Sample Methods Findings 
Lockwood & 
Maguire147 
Establishing 
professional 
partnerships between 
GPs and PNs. A
us
tra
lia
 21 GPs 
5 Nurses 
5 Managers 
Mixed 
methods 
Survey, 
interview & 
case study 
• Nurses improved access and provided better quality of care; 
• Inability to claim remuneration limited the services of nurses; 
• Doctors and nurses reported improved knowledge of the others 
profession.  
Pullon144 
Attitudes and 
perceptions regarding 
the roles and 
relationships of 
doctors and nurses 
working in primary 
care 
Ne
w 
Ze
ala
nd
 
9 GPs 
9 nurses 
Qualitative 
Interviews 
• Effective interprofessional relations do exist in the New Zealand 
primary care setting, but not always. 
• Business roles and professional identity form the basis of trust in 
interprofessional relationships 
• Professional identify is related to professional competence which 
leads to professional respect and enduring trust 
Pullon et al.145 
Perceptions of inter 
professional 
relationships, 
teamwork and 
collaborative patient 
care 
Ne
w 
Ze
ala
nd
 
9 GPs 
9 nurses 
Qualitative 
Interviews 
• FFS, task based funding models discourage collaboration; 
• Teamwork was promoted when health services were bulk billed 
rather than individual practitioners; 
• Uninterrupted time for meetings, open communication and 
interprofessional respect promoted good teamwork; 
• Salaried doctors and nurses facilitated teamwork; 
• Training in teamwork was limited. 
Pullon et al.148 
Feasibility of 
implementing a 
collaborative care 
model Ne
w 
Ze
ala
nd
 2 GPs 
2 Nurses 
4 Patients ≥ 2 
chronic 
conditions 
Qualitative 
Interviews 
• Good communication facilitated teamwork; 
• Trust and interprofessional respect were important to teamwork; 
• Clearly defined roles are a prerequisite for effective teamwork; 
• Leadership should be shared and skill set dependent.  
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Reference Focus 
Co
un
try
 
Sample Methods Findings 
Rosemann et 
al.149 
Involvement of 
practice nurses in 
patient care, possible 
areas of increased 
involvement and 
existing barriers. 
Ge
rm
an
y 20 GPs 
20 Nurses 
20 Patients 
Qualitative 
Interviews 
• Practice nurses are only marginally involved in the treatment of 
patients. 
• GPs were sceptical about increasing the nurse’s involvement in 
patient care. 
• GPs complained about the nurse’s education and lack of medical 
knowledge. 
• Nurses were willing to be more involved but lacked time, were 
overloaded with administrative work and lacked professional 
knowledge. 
Vedel et al.150 
Decision to adopt –or 
not- collaborative 
team models F
ra
nc
e 
Phase 1: 
175 Doctors 
59 Nurses 
Phase 2: 
40 Doctors 
15 Nurses 
Qualitative 
Longitudinal 
case study 
Observation 
& Interviews 
• Nurses were more likely to adopt collaborative team models than 
GPs. 
• Opinion leaders played a key role in the rate of adopting 
collaborative team models.  
Willis et al.143 
Working relationships 
between GPs and 
PNs Au
str
ali
a 6 Practices 
10 GPs 
9 Nurses 
2 NP 
Qualitative 
Interviews 
• Despite nurses being highly skill clinicians, shared care is not a 
reality. 
• Questions emerged around the potential to expand the practice 
nurses role.  
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Defining Collaboration and Teamwork 
Two papers57,150 (18%) explored collaborative models in general practice, 3 
papers134,146,148 (27%) focused on teamwork and 2 papers47,143 (18%) investigated 
aspects of shared care in general practice. Only Pullon et al.145 explored both 
collaboration and teamwork in general practice. Three other papers144,147,149 
focused on increasing the clinical integration of nurses in general practice.  
Before we could synthesise the review findings it was clear that there was 
variation in defining collaboration and teamwork. Understanding these differences 
helped to contextualise the subsequent themes. Only one study provided a 
detailed definition around the concept of interprofessional collaboration57. Despite 
assertions in the preamble that collaboration and teamwork depend on effective 
interprofessional relationships, Pullon144 did not provide a clear, formal definition of 
either collaboration or teamwork. This however, was not an isolated omission. 
Both Vedel150 and Rosemann et al.Rosemann, Joest et al.149 support collaborative 
models of care and team approaches, yet do not provide the reader with a 
substantial definition of either. Whilst Pullon et al.148 do describe multidisciplinary, 
interdisciplinary and transdisciplinary teamwork, the explanations relate solely to 
the adjective, not the underlying concept of teamwork. Further definitions which 
were provided around collaboration and teamwork were largely limited to brief 
descriptions around different disciplines working together to improve patient 
outcomes47,143,145,146.  
Facilitators of and Barriers to Collaboration and Teamwork 
Three themes common to the facilitators of and barriers to collaboration and 
teamwork between GPs and nurses working in general practice were identified, 
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namely; (1) roles and responsibilities; (2) respect, trust and communication and (3) 
hierarchy, education and liability. Each of these are discussed in more detail 
below. 
Roles and Responsibilities 
In terms of clinical responsibility, only one study verified that the participating 
practice nurses were registered nurses57. Condon et al.47, however, did report that 
one GP found it difficult to share care when the practice nurse was an enrolled 
nurse. A lack of clarity around nursing roles and scope of practice were reported 
as clear barriers to GPs and nurses working together47,57,147,149,150. Territorialism 
around GPs protecting their own professional boundaries and expertise was also 
noted to cause tension and confusion146,149,150, particularly when roles were 
perceived to overlap146. In contrast, clearly defined roles and shared leadership, 
which were skill set dependent, were viewed as key elements facilitating 
teamwork148. 
While GPs and nurses considered their professions to be complementary144, team 
synergy was reported to be dependent on GPs delegating tasks to 
nurses47,134,143,146,149. In support of this assertion, Finlayson et al.134 identified that 
68% of the nurses’ work was delegated by the doctor. This practice led GPs and 
nurses to work independently from each other134 and nurses to be dependent on 
the flow of work from doctors47.  
General practitioners were largely supportive of nurses expanding their role in the 
practice setting. Indeed, Finlayson et al.134 reported that 98% of New Zealand GPs 
participating in their survey encouraged nurses to expand their role to both 
increase the efficiency of the practice and to free up the time of GPs. Two studies 
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however, reported that nurses sometimes resisted requests by GPs to expand 
their role47,57. Reasons for resistance confirmed that similar to GPs, nurses also 
lacked clarity around their roles and responsibilities. That is, some nurses did not 
view role expansion within their scope of practice57 or health promotion and 
education as part of their role47.  
Respect, Trust and Communication  
Respect and trust were overwhelmingly represented as facilitating collaboration in 
general practice47,57,144,146-148. Pullon et al.144 clarified this representation by 
reporting that confidence in professional competence underpinned trust and 
respect. Further, in the context of gaining respect for professional competence, 
trust had to be earned and developed144.  
On average, only 11.5% of GPs would discuss a case with nurses134. This is 
somewhat similar to Condon et al.47 who did not find evidence of shared care 
between doctors and nurses. Despite this, as doctors developed trust in the 
nurses’ abilities, they were more likely to acknowledge their expertise, particularly 
in relation to wound management47. Conversely, a GP’s distrust in the nurse’s 
knowledge and skills to perform competently was negatively associated with 
collaboration57. Paradoxically, some doctors viewed nurses in general practice as 
a resource and complementary to their services, but did not accept the nurse as a 
peer with whom to engage in shared care143,144.  
A shared commitment to primary care, open channels of communication and an 
awareness of each profession’s roles and responsibilities were identified as 
additional antecedents to teamwork144,146,148. Poor communication and exclusion 
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from activities such as practice meetings were negatively associated with 
teamwork47,57,134.  
Hierarchy, Education and Liability 
Nurses described that by their very nature, hierarchical structures, endemic in 
privately owned and operated small business general practices limited 
collaboration with GPs134. Indeed, Finlayson et al.134 identified that no nurse held a 
board position on any of the 237 practices participating in their survey. Further, 
only thirty-seven percent of nurses attended practice meetings which provided 
opportunities to address management decisions134. Nurses also reported that the 
traditional status of doctors was the impetus for assuming the GP as the team 
leader146.  
It was further reported that hierarchical structures and government subsidised 
FFS, were biased towards the remuneration of doctor/patient 
encounters47,134,145,147. Such financial structures made it difficult to calculate the 
true cost benefit of nurses to the small business environment of general practice47. 
Funding structures, including those which supported patient/team encounters and 
salaried positions reportedly improved access to services, enhanced efficiency 
and promoted teamwork145,147.  
Both GPs and nurses felt that their training was largely uni-disciplinary and that 
this negatively influenced their ability to work collaboratively as a team with other 
disciplines145. While doctors reported a strong bio-medical, content based 
education145, the largely experiential learning of nurses working in general practice 
limited their integration with medical practitioners145,147,149. Additionally, doctors 
strongly believed that the education of nurses did not support their role as 
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autonomous clinicians57,149. Nurses felt that educational programs would lead to 
improved competencies and greater allocation of care by GPs146.  
Doctors operating small business enterprises were also cognisant of potential 
legal implications created by the autonomous practice of nurses and the 
subsequent exposure of themselves to a degree of risk47. Doctors did however, 
recognise that nurses working in general practice improved awareness of health 
services to the broader community and helped reduce the sense of isolation 
experienced by solo medical practitioners147.  
Discussion 
Much of the international literature around collaboration in general practice has 
focussed on collaboration between GPs and community pharmacists101,151, 
NPs103,152,153 and allied health providers154,155. This integrative review has now 
synthesised knowledge around ways that GPs and nurses collaborate in general 
practice. It has reaffirmed that internationally, researchers and healthcare workers 
often blend or interchange attributes of collaboration and teamwork into a single 
entity129. Further, this integrated review has identified that there is limited 
knowledge around the hierarchical constraints particular to general practice and 
the influence that these have on collaboration and teamwork.  
Perhaps the most significant antecedent to be overlooked in the context of 
collaboration between GPs and nurses was the omission of nurses at practice 
meetings. Significantly, practice meetings provide opportunities for disciplines to 
share decision-making, goal setting and responsibilities, each a core component of 
collaboration and teamwork73,129. Brief, yet succinct practice meetings also 
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enhance interprofessional awareness and provide nurses with opportunities to 
present their own professional skills and capabilities156,157.  
Consistent with previous literature, this review found that the flow of work to 
nurses largely relied on the delegation of tasks and activities that provide 
remuneration to the practice158,159. Rather than collaboration, delegation by the GP 
was perceived to improve the efficiency of the practice and allowed doctors to 
coordinate care and spend more time on complex cases158,160. The conundrum 
however, is that effective delegation is dependent on a clear definition of the 
nurse’s role; confidence in each other’s competencies; trust; and positive 
feedback161. Papers included in this review consistently revealed significant 
confusion around the nurse’s role and scope of practice, variable levels of trust 
and confidence in the nurse’s competencies and minimal evidence of open 
communication. Indeed, poor attendance by nurses at practice meetings limited 
opportunities to provide feedback or input into the management of health related 
care and clearly questions whether the hand-maiden has truly been farewelled. 
Previous literature asserts that the varied nature of clinical presentations in 
general practice makes defining the nurse’s scope of practice challenging109. 
However, it is of some concern that despite a long history of nursing in general 
practice, internationally, there remains significant confusion between and among 
disciplines regarding the nurse’s scope of practice and the nurses’ perceived and 
actual roles76,118,162. The consistent lack of clarity around the nurse’s scope of 
practice identified in this review would appear to question the contractual 
framework of nurses working in general practice and the need for clearly defined 
job descriptions. 
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This review supports assertions in the literature that nurses and GPs work within 
the confines of a multidisciplinary work environment133,134. Similar to settings 
outside general practice, hierarchical lines of authority were evident, nurses did 
not challenge disciplinary boundaries, the nurse’s work was largely limited to 
specific tasks and there was limited evidence of collaboration between GPs and 
nurses135,136. Indeed, this review found minimal evidence of shared knowledge 
between doctors and nurses. Any evidence suggesting that doctors conferred with 
nurses was largely isolated to wound management47. To enhance collaboration 
and teamwork, GPs and nurses should strive towards a higher functioning 
interdisciplinary work arrangement where disciplines jointly and collaboratively set 
treatment plans and goals135.  
It is clear from this review that the business model found in general practice 
frequently dictated power and leadership to the GP and that this negatively 
influenced the way nurses and GPs worked together. It is also evident that 
disparate job descriptions, role confusion and a lack of clarity around the nurse’s 
scope of practice impact opportunities for nursing leadership in general 
practice133,163. However, like pharmacists and allied health professionals, it is 
evident that nurses working in general practice can play an integral role in a 
collaborative team environment111. To enhance the productivity and quality of care, 
practice owners and managers must develop strategies which ensure that the 
most appropriate health professional delivers effective interventions in an efficient 
and timely manner. Leadership by the GP however, should not be interpreted as 
counter-productive to the functioning of general practice teams76. Rather, the GP’s 
position of power should be used to positively develop the nurses’ responsibilities 
and enhance collaborative interaction with nurses76.  
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While the lack of clarity around the categories of nurses employed in general 
practice is an on-going issue, leadership by the GP is also tied to the perception 
that as employers, GPs are liable for the nurses’ work34. Consistent with the 
literature, malpractice and liability issues were barriers to GPs relinquishing clinical 
leadership to nurses in general practice164. This perception however, does not 
acknowledge nurses in general practice as clinicians with a decision making 
framework and scope to practice as autonomous clinicians34,165. To both expand 
the role of nurses in general practice and to promote collaboration between GPs 
and GPRNs, it is important that the indemnity of nurses in this setting is clarified.  
Implications for Practice, Research and Education 
More nurses are working in general practice than ever before. However, despite 
the rhetoric around collaboration and teamwork, there is little evidence in the 
literature to show how GPs and nurses collaborate. Findings from this review have 
therefore highlighted the need for further research to explore how a hierarchical 
business model, subject to complex ownership structures and reliant on the 
remuneration of fees for service, can promote collaboration between nurses and 
GPs. Given that the environment of general practice has historically focussed on 
solo doctors providing low acuity care, it is now important to understand how 
doctors and nurses can cohesively provide high complexity chronic care. To date, 
however, the varied nature of clinical presentations in general practice and poorly 
defined nursing scope of practice have challenged the way that doctors and 
nurses collaborate and delegate tasks across the general practice team. Findings 
from this review may also be used by tertiary institutions to inform curriculum 
development around factors influencing interprofessional working. Such 
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preparation at a tertiary level may facilitate the work readiness of future 
practitioners so that they may effectively collaborate in primary care settings.  
Limitations 
This integrated review has several limitations. Firstly, despite the widespread 
employment of GPNs there has been limited research around how GPs and 
nurses collaborate in this setting. Further, in the literature there is limited definition 
around the concepts of collaboration and teamwork as they apply to general 
practice settings. Australian studies in this review also occurred prior to 
Commonwealth government initiatives designed to stimulate and expand the role 
of nurses in general practice. It may therefore be presumed that nurses working in 
general practice prior to these initiatives may have experienced minimal 
collaboration with GPs. While these limitations may influence the generalisability of 
the findings, this is the first review to examine factors which influence the way GPs 
and nurses collaborate and work as a team in general practice.  
Conclusion 
As the number of doctors entering and remaining in general practice declines, it is 
crucial that nurses are supported and encouraged to participate in decision-
making processes and goal setting of the practice. Without the concerted support 
of GPs and clarity around the nurse’s scope of practice, it is likely that nurses 
working in general practice will not receive recognition as a highly competent and 
respected interdisciplinary member of the general practice team. Further research 
exploring collaboration and teamwork between GPs and nurses working in general 
practice may provide insight into the issues which influence nursing utilisation and 
staff retention in this hierarchical healthcare setting. 
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Chapter Introduction 
This Chapter is comprised of two parts. The first part includes Paper 2, a peer 
reviewed publication explicating how naturalistic inquiry underpinned the research 
and how rigour was assured. Additionally, this paper presents the limitations and 
strengths of naturalistic inquiry. Paper 2 is published as: 
McInnes, S., Peters, K., Bonney, A. and Halcomb, E. (2016). ‘An 
exemplar of naturalistic inquiry in general practice research’, 
Nurse Researcher 24(3): 36-41. 
The second part of the Chapter provides a detailed overview of the research 
methods. This includes explanation of the study setting, data collection methods, 
analysis techniques and ethical considerations. 
Abstract 
Background: Before beginning any research project, novice researchers must 
consider which methodological approach will best address their research 
question(s). The paucity of literature describing a practical application of 
naturalistic inquiry adds to the difficulty they may experience. 
Aim: To provide a practical example of how naturalistic inquiry was applied to a 
qualitative project exploring collaboration between registered nurses and GPs 
working in Australian general practice. 
Discussion: Naturalistic inquiry is not without its critics and limitations. However, 
by applying the axioms and operational characteristics of naturalistic inquiry, the 
researchers captured a detailed ‘snapshot’ of collaboration in general practice in 
the time and context that it occurred. 
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Conclusion: Using qualitative methods, naturalistic inquiry provides the scope to 
construct a comprehensive and contextual understanding of a phenomenon. No 
individual positivist paradigm could provide the level of detail achieved in this 
naturalistic inquiry. 
Introduction 
Prior to undertaking a research project, the novice researcher must reconcile their 
philosophical worldview with the theoretical design that supports their research 
question166. Challenging this decision are the methods of data collection, analysis 
and interpretation which must be considered within the framework of a qualitative, 
quantitative and more recently mixed methods design167. While naturalistic inquiry 
has been adopted as a research design since the mid 1980s, there are currently 
few exemplars applying this design in nursing research. This paper seeks to 
provide a practical application of how naturalistic inquiry has been successfully 
utilised to explore the nature of collaboration between GPs and registered nurses 
in general practice. 
Background 
A paradigm, or worldview, is a set of basic beliefs used to guide action and make 
sense of complex real world issues168-170. Individual inquirers adopt the paradigm 
that best represents their relationship to that worldview and helps legitimise the 
practice of their research167,169. Therefore, paradigms form an important theoretical 
framework to describe the researcher’s belief system and how the inquiry will be 
practiced168. Naturalistic investigators accept that the ontological assumption 
around the nature of reality “cannot be proven or disproven”168(p. 18). This of 
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course is problematic to the positivist investigator whose philosophies are driven 
by the existence of one true and possible conclusion171.  
Situated within a constructivist worldview, naturalistic inquiry was proposed as an 
independent paradigm of inquiry by Lincoln and Guba171 in their seminal work 
‘Naturalistic Inquiry’. The two founding tenets of naturalistic inquiries as described 
by Lincoln and Guba171, are that there is no manipulation on the part of the inquirer 
and that the investigation is void of a priori outcomes. This contrasts with the 
ontological perspectives of positivist investigations which not only allow 
manipulation of the study conditions but assert that it is not possible to conduct an 
inquiry without establishing an a priori theory170,171. To the naturalistic investigator, 
this etic perspective engenders an artificial situation in which positivist designs 
produce “human research with human respondents that ignore their 
humanness”171  (p. 27). 
The overarching aim of the Project described in this paper was to explore the 
nature of collaboration between registered nurses and GPs in Australian general 
practices. As an emergent design, naturalistic inquiry provided the scope to 
examine subjective and complex human experiences in the context and natural 
setting which they occurred171,172. Using purposeful sampling and qualitative 
methods, the candidate entered the participants’ workplace to gather the narrative 
accounts of those with first-hand experience171. An inductive process of thematic 
analysis, allowed the researchers to construct a deep understanding of the 
phenomenon under investigation140,173.  
Given that the philosophical assumptions of the researcher underpin the 
ontological, epistemological and methodological approaches of different 
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paradigms, it is important to present each in context. The exemplar of naturalistic 
inquiry presented in this paper will describe the nature of reality (ontology), the 
source and validity of knowledge (epistemology), and the strategy of inquiry 
(methodology). This will be achieved through presenting ways that the axioms and 
operational characteristic of Naturalistic Inquiry171 were applied to the research.  
Applying the Axioms of Naturalistic Inquiry 
Lincoln and Guba171 presented five basic axioms (beliefs) to differentiate 
naturalistic inquiry from other paradigms (Table 3.1). The first is founded on the 
ontological assumption that “realities are wholes that cannot be understood in 
isolation from their contexts”171 (p. 39). 
Table 3.1: Five Axioms of Naturalistic Inquiry 
(adapted from Lincoln and Guba171, p. 37) 
To understand the nature of reality, it is important to clarify the context of general 
practice within the Australian healthcare landscape. Like many other OECD 
countries, most general practices in Australia operate as small business 
enterprises2,174. The private nature and geographic spread of general practices 
throughout city, metropolitan, rural and remote communities differentiate this 
workplace from most other healthcare settings174. Individual practices operate 
according to local demands and the preferences of practice owners, who are 
Axiom Naturalist Paradigm 
The nature of reality (ontology) Realities are multiple 
The relationship of knower to known Each are inseparable 
Generalisation Statements are time and context bound 
Causal linkages It is not possible to distinguish cause from effect 
The role of values in inquiry The inquiry is value-bound 
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predominately GPs. Different categories of nurses and their varying scopes of 
practice add further complexities to the skill mix in this dynamic environment175. 
Given this diversity, it was plausible to conceive this research Project within a 
naturalist paradigm where realities could logically be perceived as multiple 
constructions169,171. 
The second axiom relates to the epistemological relationship between the 
naturalist and subject171. In all naturalistic inquiries, the source of knowledge and 
the inquirer is inseparable and a transactional approach is adopted to examine the 
phenomenon171,176. By entering the general practice setting to collect data in the 
participants’ environment the researcher became an intangible aspect of the 
Project. Individual face-to-face interviews adopted a semi-structured approach to 
data collection. This approach provided the researcher with the additional scope to 
use prompts and clarify responses177. All participants were informed of the 
researcher’s role as a doctoral student with expertise as both a registered nurse 
and in general practice research. On reflection, this approach placed nursing 
participants at ease as they felt less vulnerable discussing their experiences and 
GPs were enthusiastic to discuss this workplace issue with a researcher.  
The third axiom is concerned with generalisation and the assumption that a 
naturalistic inquiry accepts that phenomena are neither time nor context free171,178. 
Rather than seeking to generalise findings, naturalistic inquiries present a rich 
description of the participants and Project setting so that the reader may determine 
transferability between situations171,178. The researchers succinctly described that 
participants were recruited across multiple practice locations of variable sizes and 
clearly defined inclusion and exclusion criteria in all reports to assist the reader to 
determine transferability174,179,180.  
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The fourth axiom accepts that it is difficult to distinguish causes from the effect and 
that the best method of assessing these interactions is holistically in their natural 
contexts171,178. Entering the participants’ natural setting to conduct individual 
interviews facilitated the development of a rapport between the researcher and 
participant and provided the opportunity to observe intonations and body 
language181,182. Such observations were noted in reflective journals following each 
interview and were used as additional data to the interview transcripts183. 
The final axiom relates to the axiology of the inquirer who is value bound and 
grounded in the values of naturalistic inquiry171,178. The research team comprised 
of a doctoral student, two registered nurse academics and one academic GP, 
each with extensive expertise in general practice and qualitative research.  
Applying the Operational Characteristics of Naturalistic Inquiry 
Recognising that naturalistic research requires more detail than addressing the 
five axioms, Lincoln and Guba171 proposed an additional set of fourteen 
operational characteristics to guide a naturalistic inquiry. While each characteristic 
is dependent on the five axioms, they exhibit a logical interdependence to each 
other171. The practical implementation of each operational characteristic is 
provided in Table 3.2. 
Addressing Quality in Naturalistic Inquiry  
Positivist paradigms have traditionally established rigour by addressing internal 
validity, external validity, reliability and objectivity184. Lincoln and Guba171 suggest 
that such criteria are inconsistent with the axioms and operational characteristics 
of naturalistic inquiry. Internal validity is inappropriate because it supports the 
merging of outcomes into a single reality. Additionally, external validity is 
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inconsistent with the axiom around generalisability. Reliability requires absolute 
stability and replication, and as an emergent design this is not possible. Objectivity 
fails because naturalistic inquiries employ the human and their values as an 
instrument. In response, Lincoln and Guba171 propose the concepts of credibility, 
transferability, dependability and confirmability to address trustworthiness and 
quality in naturalistic inquiry. 
Credibility 
Credibility is achieved through establishing confidence in the truth value of the 
data and by truthfully interpreting them177. Lincoln and Guba171 suggest naturalistic 
inquiries can generate credible findings through external checking (peer 
debriefing), negative case analysis, referential adequacy (checking interpretations 
against raw data), and member checking (checking interpretations with 
participants). Others define credibility as being related to rigorous methods that 
yield high quality data, the credibility of the researcher (training, experience) and 
the ability to implement the philosophical beliefs fundamental to naturalistic inquiry 
(qualitative methods, inductive analysis, purposeful sampling)170. Reflexivity, field 
notes, accuracy in the transcription and the use of direct quotes further strengthen 
the credibility in the interpretation of naturalistic data185,186.  
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Table 3.2: Characteristics and Exemplars of Naturalistic Inquiry 
(adapted from Lincoln and Guba171, p. 39-43) 
 
Characteristic Description Example 
Natural setting Realities must be understood in their context. Individual face-to-face interviews were conducted in the participants’ workplace. 
Human 
instrument 
Researchers use themselves and others as 
data-gathering instruments. 
For consistency, one researcher conducted all interviews and analysed all data. 
Findings were cross-checked with other members of the research team until 
consensus was reached. 
Use of tacit 
knowledge 
Tacit knowledge accurately mirrors the 
value patterns of the investigator. 
All members of the research team had expertise in nursing/medicine and general 
practice research. 
Qualitative 
methods 
The naturalist adopts qualitative methods 
because they can be adapted to deal with 
multiple realities. 
The diverse nature of general practice supported a qualitative Project and the 
multiple realities that would be generated from participants. 
Purposeful 
sampling 
Purposeful sampling increases the scope or 
range of data. 
Purposeful sampling ensured that participants had the experiences the 
researchers sought to explore. 
Inductive 
analysis 
Inductive analysis is more likely to identify 
multiple realities in the data. 
An inductive process of analysis as suggested by Braun and Clarke (2006) was 
used in the interpretation of data. 
Grounded 
theory Substantive theories emerge from the data. 
Given the diversity of settings and expertise of participants, no a priori theories 
were generated before the collection and analysis of data. 
Emergent 
design 
The naturalist elects to have the research 
design emerge rather than construct it. 
Given the lack of research into this aspect of collaboration, it was appropriate to 
adopt an emergent design. Patterns within the data were allowed to emerge void 
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Characteristic Description Example 
of pre- conceived expectations. 
Negotiated 
outcomes 
Meanings and interpretations are 
negotiated with the people from whom the 
data is drawn. 
Member checking was not conducted as part of this Project and is discussed in 
more detail later. 
Case study 
reporting 
Case study reporting describes multiple 
realities. 
Multiple realities are presented in the findings through the inclusion of 
participants’ quotes. 
Idiographic 
interpretation 
The researcher is inclined to interpret data 
as unique sources rather than generalisable 
cases. 
By reaching consensus, the research team ensured interpretations were 
consistent with the participants’ experiences and did not generalise findings to 
settings outside of those they occurred 
Tentative 
application 
The naturalist is likely to be hesitant about 
making broad application of the findings. 
Less definitive terms such as ‘may’ and ‘possible’ were used during the 
interpretation and reporting of findings. 
Focus-
determined 
boundaries 
Multiple realities define the focus rather 
than the inquirer’s preconceptions. 
The researchers were conscious of the influence their prior knowledge and 
expertise might have on the interpretation and presentation of data. Regular 
discussions among the research team helped ameliorate any preconceptions. 
Special criteria 
for 
trustworthiness 
Criteria to assess trustworthiness 
(credibility, transferability, dependability and 
confirmability) are adopted. 
Consistent with naturalistic inquiry, the criteria for addressing trustworthiness 
were presented in the Projects methods and are discussed in detail in the 
following section. 
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Our research adopted a multifaceted and detailed approach to ensure accurate 
and credible findings. Prior to any data collection, the conduct of the Project was 
approved by the UOW / Illawarra Shoalhaven Local Health District (ISHLHD) 
Human Research Ethics Committee (HREC)(Approval HE14/459). All participants 
signed an informed consent to participate in the Project and gave additional verbal 
consent to audio record interviews. Purposeful sampling from diverse settings 
ensured variation in the sample and inclusion and exclusion criteria ensured that 
participants had the experience which the researchers wished to investigate. All 
interviews were audio recorded and transcribed verbatim. Given that accuracy in 
the transcription and interpretation of participants’ meanings are important aspects 
in establishing credibility, all transcripts were read whilst listening to audio 
recordings. Following confirmation, transcripts were imported into NVivo 10™ 
which allowed codes and themes to be tracked. Consistent with naturalistic 
inquiry, all data underwent an inductive process of thematic analysis140. Field note 
observations and reflective journaling were completed at the conclusion of each 
interview and became an important addendum during analysis. A search for 
negative cases identified patterns and trends which did not fit and forced the 
researcher to revise codes and themes until consensus was reached. The use of 
direct quotes in all final themes ensured interpretations remained a true and 
credible reflection of the participants’ responses. Finally, the track record and 
expertise of the researchers have been acknowledged in reports generated from 
this Project174,179,180. 
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Transferability 
Transferability is the extent to which significant elements or factors in a naturalistic 
study may be extrapolated to other settings187,188. However, it is not the role of the 
naturalist to determine if findings may be transferred to other situations outside of 
the time and context in which they were found. Rather, it is the naturalist’s role to 
provide rich description so others may experience a sense of deja vu whilst 
drawing inferences and applicability to other settings171,187. A clear description of 
time and context are proposed by Lincoln and Guba171,178 as appropriate 
strategies to maximise the range of information and to enhance the transferability 
of findings in naturalistic inquiries. Other strategies to assist transferability include; 
providing a clear and comprehensive description of the Project participants, 
setting, and of the processes associated with data collection and analysis188,189.  
To enhance transferability in our research, the researchers provided a clear and 
detailed description of the Project participants, setting, recruitment strategies and 
methods of analysis174,179,180. This ensured the reader had appropriate knowledge 
of the context to determine the transferability of the findings to a broader sample of 
practices outside of those which participated. Transferability was further enhanced 
by a recruitment strategy which sought maximum variation in the sample. 
Participants were recruited from general practices in city, metropolitan and rural 
settings and varied in size from solo through to large group practices.  
Dependability  
If credibility is established then it may be argued that dependability is likewise 
proven171. It is possible in conventional paradigms for multiple inquirers to 
independently arrive at the same or similar interpretations. However, Lincoln and 
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Guba171 argue that as an emergent design, it is likely that the interpretation by two 
or more investigators will diverge in a naturalistic inquiry. This confliction may be 
reconciled by robust communication, particularly at milestone points and by 
maintaining an auditable trail describing the Project purpose, selection criteria, 
data collection methods, findings and interpretations171,185.  
This was a significant aspect of the researcher’s naturalistic inquiry into 
collaboration in Australian general practice. The inclusion of registered nurse 
academics and a GP academic on the research team improved dependability and 
ameliorated the threat of discipline bias influencing the conduct and interpretation 
of data178. Robust discussions were cordial and provided opportunities to present 
and discuss interpretations until consensus was reached. Meeting notes were 
recorded and a detailed description of the research methods guiding the conduct 
of the Project are clearly articulated in all disseminated literature174,179,180. 
Confirmability 
Confirmability is established when the data accurately reflects the information 
provided by the participants and that findings are not imagined by the inquirer177. 
Guba and Lincoln171 suggest that confirmability may be achieved through the 
triangulation of different sources and perspectives. Reflective journaling which 
encompasses reasons for undertaking a naturalistic inquiry in a particular way and 
reflects assumptions or biases may also be used to establish confirmability171,178.  
The lead researcher reflected on the conduct and interpretation of data at regular 
intervals and recorded diary notations of thoughts and insights. Data were sourced 
across various settings and locations. For consistency, one member of the 
research team conducted all interviews and initial coding of the data (SM). 
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Confirmability was further addressed by having two other members of the research 
team cross check codes for accuracy (KP and EH). All members of the research 
team discussed preliminary findings to ensure they were a credible interpretation 
of participants’ responses.  
Discussion 
Limitations associated with naturalistic inquiry largely stem from Lincoln and 
Guba’s171 criteria to establish trustworthiness. Sparkes190, reports that Lincoln and 
Guba are critical of the inappropriate use of internal validity, external validity, 
reliability and objectivity in naturalistic studies, yet they were satisfied to develop 
parallels based on these same criteria. Grounded theorists reject the axioms and 
assumptions of naturalistic inquiry as ungrounded conjectures191. Pragmatists on 
the other hand, take exception to the lopsided argument that naturalistic inquiry is 
the only valid and meaningful way to study humans170.  
The suggestion by Lincoln and Guba171 that credibility may be established through 
member checking has also drawn criticism. Sandelowski192 observes that 
participants will inevitably look for their own account of their experiences which 
may be lost in the synthesis of multiple realities. The credibility of member 
checking is also rejected by Berkenkotter193, who rebuffs member checking as a 
credible source to assess trustworthiness. All transcripts in the Project were 
confirmed for accuracy by reading each transcript whilst listening to audio 
recordings. Having considered the issues presented by Sandelowski192 and 
Berkenkotter193, and the resource constraints of the Project, the researchers were 
satisfied that the transcripts were a true reflection of participant responses and 
elected to not undertake member checking.  
CHAPTER 3:  METHODOLOGY & METHODS 
50 
In defence of naturalistic inquiry, Lincoln194 states that as a constructivist 
paradigm, the quality criteria are “nonfoundational” and grew out of concern of 
conventional paradigms (p. 73). As well, it is clearly stated by Lincoln and Guba171 
in the preface of naturalistic inquiry, that; “This book should not be viewed as a 
complete product. It is more profitably seen as a snapshot in time of a set of 
emergent ideas” (p. 9). Consistent with a constructivist paradigm, criteria and 
assumptions associated with naturalistic inquiry continue to morph into multiple 
realities. The researchers in this exemplar acknowledge this perspective and 
accept that the Australian general practice setting is a rapidly evolving sector of 
primary healthcare. As such, the nature of collaboration between registered nurses 
and GPs is likely to continue to morph into multiple realities that will require 
continued assessment.  
Conclusion 
The novice nurse researcher can use this exemplar to determine the suitability of 
utilising a naturalistic inquiry approach in their own research. In this Project, we 
found that a naturalistic inquiry provided the scope to explore the nature of 
collaboration in general practice within the context it occurred. While no positivist 
exploration in isolation could have provided the level of detail achieved in this 
naturalistic inquiry, future exploration within a positivist paradigm may help 
generalise and confirm findings to a broader general practice landscape.  
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Setting 
This Project focused on two Primary Health Networks (PHNs) in outer metropolitan 
NSW; the South Eastern New South Wales Primary Health Network (CoOrdinare) 
and South Western Sydney Primary Health Network (SWSPHN). The PHNs were 
selected for their broad geographic coverage and proximity to the research team.  
CoOrdinare services 14 Local Government areas (LGAs), extending from 
Wollongong LGA in the north, to Bega Valley in the South and Yass Valley and 
Upper Lachlan LGAs in the West195 (Figure 3.1). It comprises a population of 
592,000 residents, of which 18.5% are aged over 65 years195 and has a 
geographic area of 50,177sq km196. In terms of remoteness, CoOrdinare includes 
RA1 (major cities) to RA3 (outer regional) areas197. The prevalence of chronic 
conditions in this Region is higher than State and National averages, as are 
lifestyle risk factors including obesity, alcohol consumption and smoking195. In 
2012, there were 471 GPs and 115 general practices, of which 47.7% had three or 
more GPs working on-site and 31.8% were solo practices198. At the time of data 
collection, there were approximately 299 nurses employed in the CoOrdinare 
catchment199 and 64.5% of practices employed a practice nurse198. This was 
consistent with the national average of 63.3%200. South Western Sydney Primary 
Health Network catchment area adjoins CoOrdinare to the north and covers seven 
LGAs, including Fairfield to the north, and Wingecarribee to the south (Figure 3.1). 
The SWSPHN catchment has a population of 944,919201 and a geographic area of 
6,186sq km. Six out of seven LGAs report higher access to GP services than the 
State average and residents perceive their health to be lower than State 
average201. In terms of remoteness, 89.1% of the SWSPHN is classified as RA1 
(major city) and 10.9% RA2 (inner regional)197.  
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Figure 3.1: Map of NSW PHNs 
 
Sample 
Consistent with naturalistic inquiries, the sample was purposefully selected202. 
Purposeful sampling enables information rich data to be produced when limited 
resources are available and ensures that participants have the knowledge and 
experience of the phenomenon under investigation166,170. In addition to this 
sampling strategy, a snowballing technique was also employed to recruit 
participants170.   
GPs were eligible to participate in this Project if they had a minimum of one year 
working in a general practice in which a GPRN was employed. GPRNs were 
chosen as the focus as they comprise 86% of the general practice nursing 
workforce in Australia7. The exclusion of enrolled nurses and NPs is justified by 
the limited scope of practice of enrolled nurses and the extended scope of practice 
of NPs. 
CHAPTER 3:  METHODOLOGY & METHODS 
53 
Recruitment 
The two participating PHNs provided recruitment assistance and directly emailed 
an information package and consent forms to general practices in their catchment.  
The Australian Primary Health Care Nurses Association; Illawarra Health and 
Medical Research Institute; and Illawarra and Southern Practice Research 
Network were also approached to provide assistance in recruiting participants 
through newsletters, web advertising (Appendix B) and professional contacts. 
Additionally, the lead researcher attended industry meetings to discuss the Project 
and to circulate advertisements about participation. Interested persons were asked 
to contact the lead researcher via email or phone. When an individual expressed 
an interest to participate, the researcher made contact, and arranged a mutually 
convenient time to meet.  
Similar to other research conducted in general practice, it was challenging to 
recruit participants into this Project. This was largely due to gatekeeper practice 
managers who vetted access to participants, the busyness of the workplace and 
the prevailing FFS system of remuneration where downtime to conduct interviews 
was perceived as lost income203,204. Additionally, at the time of recruitment, PHNs 
were in the process of superseding the previously established Medicare Locals. 
While the new PHNs captured all areas in the previous Medicare Locals, the shift 
created significant organisational changes in all general practices. Practices 
expediting these changes in an efficient and timely manner posed a potential 
threat to the recruitment of participants in this Project. When follow up emails 
failed to recruit sufficient participants to confirm data saturation, an application was 
made (and approved) by the HREC to amend the recruitment strategy (Appendix 
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A). The amended strategy allowed the lead researcher to cold call general 
practices and professional contacts where contact details were freely available.  
Data Collection 
An interview guide was developed in consultation with experts in qualitative 
research, and was based on the findings of an integrated review of the literature 
(Paper 1)205. The interview guide was designed to capture comprehensive, rich 
narratives during individual semi-structured face-to-face interviews173. Semi-
structured interviews were chosen as they allowed the researcher to ask probing 
questions to elicit further exploration or to clarify a point of interest173,206.  
Face-to-face interviews were conducted as they provided the researcher with 
valuable visual clues and opportunities to observe the participants’ behaviours and 
nuances173. Meeting with participants also facilitated a rapport to develop between 
the researcher and participant and encouraged the interviewer to explore or 
confirm a point of interest182. Visual cues, intonations and body language provided 
additional information to the participants’ verbal responses181,182. Such 
observations were noted in memos and reflective journals following each interview 
and were used to allow analysis to progress from empirical data to a conceptual 
level183. To maintain privacy, all face-to-face interviews were conducted in a quiet 
location, free from distractions207. With the permission of participants, all interviews 
were digitally audio-recorded. Data collection continued until data saturation was 
achieved, that is, when verbal accounts of the experience become repetitive and 
no new information was forthcoming177,208. 
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Data Management 
To ensure  true representation of the interview, audio recordings were transcribed 
verbatim by a professional transcription company209. Microsoft Word™ versions of 
all transcripts were de-identified and given a unique code210. Prior to analysis, all 
transcripts were imported into NVivo Version 10™ and checked for accuracy by 
reading and re-reading transcripts against audio recordings.  
Data Analysis 
Thematic analysis was conducted in accordance with Braun and Clarkes’140 
process of open coding and followed a six phase process to identify themes and 
patterns across the dataset (Table 3.1). The process commenced with the lead 
researcher becoming immersed in the data, developing themes and subthemes 
and ultimately reporting findings in a series of publications.  
Table 3.1: Phases of Thematic Analysis  
(adapted from Braun and Clarke140) 
Phase Description of process 
1. Familiarise 
yourself with the 
data 
The lead researcher immersed herself in the data. Reading and re-
reading transcripts and noting down initial ideas enabled the researcher to 
become intimately familiar with the content. 
2. Develop initial 
codes 
The entire dataset were coded and collated. Codes were developed in a 
systematic fashion and key features of the data were identified.  
3. Search for 
themes 
Codes and collated data were examined to identify patterns and potential 
themes. Each theme was reviewed for viability. 
4. Reviewing 
themes 
Themes were checked in relation to the coded extracts and a thematic 
‘map’ of the analysis was refined with some themes becoming split, 
blended or discarded.  
5. Defining and 
naming themes 
Subthemes were developed to give structure to complex themes and to 
demonstrate hierarchies within the dataset. The focus of each theme was 
defined and clearly identified and named.  
6. Producing the 
report 
Vivid examples of the narratives were woven with analysed data to 
validate the occurrence of the theme. Findings were contextualised in 
relation to the literature and presented as a scholarly report.  
CHAPTER 3:  METHODOLOGY & METHODS 
56 
Ethical Issues 
Prior to commencing data collection, approval for the conduct of this Project was 
sought from the UOW / ISHLHD HREC (Approval HE14/459)(Appendix A). 
Consent, Confidentiality and Privacy 
Participation in this Project was voluntary. Voluntary consent guides the principles 
of ethical research and is based on sufficient understanding of the Project 
purpose, methods, demands, risks and potential benefits of participating in a 
research project211. To comply with this standard, all participants were provided 
with a consent form to complete and return (Appendix D). To signify institutional 
support of the Project, all consent forms and participant information packages 
were identified with institutional logos212. The researcher’s role in the Project and 
probable length of interviews (estimated to be between 15-45 minutes) were 
provided to all participants177. To ensure informed consent, all participants 
received an information package (Appendix C) detailing the purpose of the Project, 
the lead researcher’s role and any risks, benefits and implications of their 
participation. Additionally, participants verbally reaffirmed consent prior to audio 
recording the interview.  
All participants were informed of their right to have their interview data withdrawn 
from the Project at any stage without prejudice and informed that all identifying 
features (names / practice location / gender / ethnicity) of transcripts would be 
removed. All participants were assigned a unique code which was recoded on a 
spreadsheet and together with audio recordings and transcripts were kept on a 
password protected UOW laptop by the lead researcher. Research supervisors 
were provided access to de-identified data. De-identifying participants and general 
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practices in this way established a clean data set void of identifiable features and 
ensured that confidentiality and anonymity were maintained in reports and 
publications arising from these data173,177,210. To maintain privacy, all hard copy 
responses and returned consent forms were stored in a locked filing cabinet. As 
per the Australian Code for the Responsible Conduct of Research211 (Section 
2.1.1), all information will be stored for a period of five years following publication 
and will be disposed of in accordance with UOWs Privacy Management Plan213. 
Beneficence, Justice and Respect 
In any human research, the benefits to participants and the wider community must 
outweigh any risks of involvement210. This Project has the potential to alleviate 
workforce pressures and improve the working relationship between GPs and 
GPRNs. However, it is recognised that some participants in qualitative Projects 
can experience feelings of anxiety associated with misrepresentation and 
identification214.  Additionally, it was recognised that some participants may have 
been hesitant to participate if they had negative perceptions of their working 
relationship. This was a potential threat to the outcome of the Project as it was 
important to explore all aspects of this working relationship. To alleviate anxieties 
associated with identification and fear of retribution, all information packages 
explained the confidential nature of this Project and the measures taken to de-
identify participants and locations. Additionally, participants were reassured of the 
de-identification process prior to interviews taking place. To ensure justice, all 
participants were treated fairly, with respect and having met eligibility criteria, had 
an equal opportunity to participate in the Project177.  
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Chapter Introduction 
Three overarching themes and subthemes emerged from the data (Figure 4.1). 
Given the richness and complexity of the data, each overarching theme and its 
sub-themes were published as individual publications. Journals were chosen for 
relevancy, international readership and impact factor. Each publication presents a 
substantially different focus and has made an original contribution to 
understanding the nature of collaboration between GPs and GPRNs in Australian 
general practice. Evidencing the relevance of this Project, Google Scholar records 
that publications arising from this Project have been cited on 45 occasions in 
international and national literature since the publication of Paper 1 in 2015.  
 
 
 
 
 
 
 
 
 
Figure 4.1: Thematic Framework  
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This chapter presents Paper 3, ‘Understanding collaboration in general practice’. 
This theme presents the participants’ lack of clarity around collaboration and ways 
that different modes of communication, professional development and hierarchical 
governance influenced collaboration between GP and GPRN participants. This 
paper has been accepted for publication by Family Practice (Impact factor: 2.022; 
Ranking: Primary Health Care 4/20) as: 
McInnes, S., Peters, K., Bonney, A. and Halcomb, E. (In press). 
‘Understanding collaboration in general practice: a qualitative study’, 
Family Practice (accepted: 22/01/2017; doi:10.1093/fampra/cmx010). 
Abstract 
Background: An increased incidence of chronic and complex illness in the 
community is placing pressure on human resources in general practice. Improving 
collaboration between GPs and registered nurses may help alleviate workforce 
stressors and enhance health outcomes.  
Objective: This Project sought to explore collaboration between GPs and 
registered nurses in Australian general practice. 
Methods: Eight GPs and 14 registered nurses from general practices in New 
South Wales, Australia participated in semi-structured face-to-face interviews. 
Recordings were transcribed verbatim and underwent thematic analysis.  
Results: The overarching theme; Understanding collaboration in general practice 
comprises four sub-themes, namely; a) Interpreting collaboration in general 
practice, b) Modes of communication c) Facilitators of collaboration, and, d) 
Collaboration in practice.  
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Conclusion: Our findings suggest that regular, formal avenues of communication, 
professional development and non-hierarchical environments facilitated 
collaboration between nurses and GPs. Implementing strategies to promote these 
features has the potential to improve interprofessional collaboration and quality of 
care within primary care.  
Introduction 
A global shift from acute, episodic care, towards the ongoing management of 
chronic illness has increased demand for general practice services16,215. Securing 
an interdisciplinary workforce with the skills and expertise to deliver high quality 
care in this shifting climate is an ongoing issue for primary care providers 
internationally216. Like other healthcare sectors, general practices are not immune 
to workforce stressors associated with labour supply, retention, and funding 
constraints174. International literature further suggests that an ageing workforce, 
burnout and an increased rate of part time employment are additional workforce 
stressors114,217,218.  
The World Health Organization actively promotes interdisciplinary collaboration to 
enhance the coordination and delivery of consumer centred primary care219. 
Among its many advantages, collaboration improves productivity within a growing 
climate of financial and human constraints220. Collaboration is most likely to 
succeed where there are effective modes of communication, role clarity and when 
team members share responsibilities, goals and decision making73,74. While 
collaboration between GPs and allied health professionals, community 
pharmacists and NPs has been well investigated101,221,222, there has been little 
research exploring collaboration between GPs and GPRNs205. This is despite 
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GPRNs comprising the largest group of nurses working in general practice both 
within Australia and internationally7,223.  
Cost-effective strategies that enhance the coordination and delivery of client 
centred care are needed to meet the demands of an ageing population and 
increased prevalence of multi-morbidities219. Given these projected demands, it is 
timely to investigate collaboration between GPs and GPRNs. The aim of the 
overarching Project was to investigate the nature of collaboration between 
Australian GPs and GPRNs. This paper presents the theme ‘Understanding 
collaboration in general practice’ and explores the facilitators and challenges of 
collaboration in general practice. Due to the heterogeneity of themes and depth of 
data generated from the overarching Project, each theme is published separately. 
Other themes include the influence of funding models on collaborative practices174, 
and understanding the GPRN’s role179. 
Methods 
This project used naturalistic inquiry to investigate collaboration between GPs and 
GPRNs171,224. Sitting within a constructivist paradigm, naturalistic inquiry adopts 
qualitative methods, purposeful sampling and an inductive process of analysis to 
investigate a phenomenon in the time and context in which it occurred171,224. 
Setting and Participants 
This Project was conducted in two PHNs in New South Wales, Australia. These 
networks covered 56,363 km² and service a population exceeding 1.52 million225. 
The two PHNs combine a mix of urban and rural areas197. Eligible participants 
were GPs and GPRNs who worked in a general practice that employed GPRNs for 
a minimum of one year. The PHNs emailed a recruitment advertisement to general 
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practices and requests for participants were placed on industry websites. The lead 
researcher (SM) attended professional development meetings to further explain 
the project. Interested persons contacted the lead researcher who arranged a 
mutually convenient time to conduct individual, face-to-face interviews. Although 
incentives have previously been found to improve recruitment226, limited funding 
meant that incentives to participate were not offered.  
Data Collection 
A literature review and a priori discussions with key experts in qualitative methods 
and general practice research informed the development of an interview guide205 
Interviews were conducted between February and May 2015 in a private space 
within the participants place of work. Face-to-face interviews were chosen to 
facilitate a rapport between the researcher and participant and to provide visual 
cues to participant responses182. Semi-structured interviews provided the scope to 
use prompts to elicit additional information and to clarify responses. An individual 
interview format was selected to facilitate participants to reveal information about 
the nature of collaboration they experienced without concerns over confidentiality. 
All participants were provided with an information sheet detailing the purpose of 
the study and the researcher’s role, and signed an informed consent prior to the 
interview. 
Data Analysis 
Digital audio recordings of interviews were transcribed verbatim by a professional 
transcription company. To ensure confidentiality, all identifying data were removed 
from the transcripts. Thematic analysis as described by Braun and Clarke140, 
commenced after the first interview and continued until data saturation was 
achieved. The researchers elected to not conduct member checking which has 
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previously been disputed as a credible source to assess trustworthiness192,193. 
Transcripts were checked for accuracy against audio recordings, imported into 
NVivo 10™ and coded by one researcher (SM). Codes were cross-checked and 
confirmed by two other researchers (KP & EH). Sub-themes were robustly 
discussed until consensus was reached.  
Results 
Participant Characteristics 
General practitioners (n = 8; 36%) and GPRNs (n = 14; 64%) were recruited from 
13 practices. Half of the GP participants and all GPRN participants were female. 
The average age of GPs was 54.5 years and GPRNs 49.6 years. GP participants 
had worked in general practice between 2 and 35 years (average 20.25 years), 
and GPRN participants had an average of 8.6 years’ experience working in 
general practice. Project demographics are presented in Table 4.1. Remoteness 
classification was based upon the Australian Standard Geographical Classification 
(ASGC-RA 2006)197. There are no remote or very remote general practices in 
either participating PHN. 
Table 4.1: Practice Demographics 
Practice Size  
Solo GP practice 
Duo GP practice 
Group practice 
2 (15%) 
1 (8%) 
10 (77%) 
Remoteness classification  
RA1 Major city 
RA2 Inner Regional  
RA3 Outer regional 
6 (46%) 
6 (46%) 
1 (8%) 
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Thematic Structure 
The overarching theme: Understanding collaboration in general practice provides 
an overview of the collaborative experiences of GPs and GPRNs. Four sub-
themes emerged, namely; i) Interpreting collaboration in general practice, ii) 
Modes of communication, iii) Facilitators of collaboration and, iv) Collaboration in 
practice.  
Interpreting Collaboration in General Practice 
All participants perceived that they collaborated. It was evident, however, that 
there was no common definition of collaboration and that most participants 
considered collaboration and teamwork to be interchangeable concepts. “Not sure 
of the technical definition, they probably seem pretty similar” (GP5).  
“I think they're one and the same. I mean I know in teamwork each person 
has their clearly defined role. But in a multidisciplinary team it's the same” 
(GPRN11). 
Those participants who perceived differences described various intricacies 
between the two concepts. For example, working together was considered 
teamwork, while collaboration required the exchange of ideas, the coordination of 
care between practitioners and interprofessional awareness.  
“I think teamwork means a group of people just working together with a 
patient or whatever. Collaboration means I think input of ideas and talk 
about them and decide about the care” (GPRN12). 
“Well, collaboration is working as a team. But I think it's also respecting the 
fact that the nurses have their own knowledge base” (GP7). 
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Other participants perceived that differences between collaboration and teamwork 
were related to professional backgrounds.  
“I think collaboration for me is working between disciplines. So the nurses 
with the GPs, with allied health. Whereas teamwork in my case is the 
nursing team works really well together” (GPRN10). 
All narratives revealed that the key focus of working together was to optimise 
outcomes; 
“Just working together for the common good. For the best outcome for our 
patients” (GP6). 
Modes of Communication 
Clear and open communication were described as pre-requisites to effective 
collaboration between GPs and GPRNs. “If there’s good communication, that 
really helps” (GP2). Despite this, most participants described ad hoc modes of 
communication between GPs and GPRNs. These included informal ‘door stop’ 
meetings, instant computer generated ‘pop-up’ messaging and phone and email.  
“They [GPRN] phone or they sometimes stick a message under the door” 
(GP5).  
“If it's really urgent they'll [GPRN] ring. Just in case we've not got our eyes 
on the screen” (GP8). 
While ad hoc communication addressed immediate needs, there were few formal 
opportunities for GPs and GPRNs to discuss longer term goals or decision 
making. Participants described how formal practice staff and clinical team 
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meetings varied in frequency from none to bi-annual and were often segregated by 
discipline. Participants articulated that there was “no need” (GPRN14) for regular 
combined clinical team meetings, they were perceived as being a “monumental 
waste of time” (GP4) and were logistically difficult. 
In contrast, participants from one practice described the importance of daily clinical 
meetings between GPs and GPRNs. Such meetings were seen as a vital 
component in quality care with GPs and GPRNs discussing goals, care 
coordination and management.  
“we look at the list, who's coming in or who we saw yesterday. We talk 
about who we saw yesterday and what we're struggling with. What we're 
going to do about this, that and the other thing. So we call that a team 
meeting and we use that - and the nurses are invaluable” (GP6). 
Formal team communication was also considered valuable in terms of developing 
trust. 
 “I know from what they say in our clinical meetings, I know what level they 
function at and I'm very happy. They make good calls and I trust their 
judgment” (GP6). 
Facilitators to Collaboration 
Several GP participants felt that post-registration nursing education was a positive 
adjunct to collaboration and could improve productivity.  
“I think GPs should be encouraging the nurses to do as much as they can 
and train in as many different facets as they can, because it certainly helps 
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with the efficiency of your practice. That reflects in your patient care as 
well” (GP1). 
Despite having specialist post-registration training in areas such as diabetes 
education, midwifery and female sexual health, many GPRN participants felt that 
the full extent of their expertise was not utilised and that greater collaboration 
between GPs and GPRNs could facilitate this.  
“I think if doctors don't feel threatened like if the nurse wants to run Well 
Women's [clinics] to help the practice - instead of feeling threatened by 
that - embrace letting the nurse do what she's trained to do” (GPRN5). 
Many GP participants employed GPRNs who complemented existing team 
members and contributed towards a positive team culture. “You've got to have 
someone that's able to really be a bit independent and be able to learn to sort of fit 
in” (GP7). This positive team culture enhanced staff satisfaction and retention.  
“I'm in this job because I'm really passionate about patient care…. So 
being part of a team where that's everyone’s focus makes it really pleasant 
to come to work” (GPRN5). 
Where it was evident, the use of inclusive language facilitated collaboration and 
promoted a positive team culture. As one GP commented; “I mean we’re just 
colleagues. We’re peers” (GP6). Likewise, a GPRN participant reported; 
“I never have felt in this practice that I'm just the nurse. It's very much what 
we do in the practice - it's [GPs] practice but he refers to it as our practice, 
our patients” (GPRN5). 
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Collaboration in Practice 
While all participants perceived they worked collaboratively, narratives provided 
limited evidence of collaboration between GPs and GPRNs. Rather than 
articulating working together, most narratives described parallel patient loads and 
cooperative interactions. Delivering care in this way revealed a tendency for GPs 
and GPRNs to work in isolation to each other.  
“Really the nurses often operate as almost parallel practitioners, they have 
all of their appointments during the day and we have all our appointments 
in the day” (GP5). 
Some GPRNs saw this level of autonomy as being evidence of their success as a 
GPRN. 
”Well that's what I like about general practice that you can be a bit 
autonomous…. It's good because nurses have got a lot of knowledge and I 
think they should be able to use it” (GPRN12). 
Complementing parallel consumer loads, many participants described cooperative 
interactions between GPs and GPRNs. These appeared to focus on task 
attainment and strategies that alleviated the GP’s workload. 
“if we have to fit in urgent appointments she [GPRN] will do some basic 
observations and take a basic history before I see the patient and then she 
can determine how urgent it is for me to see them” (GP3). 
Several participants, however, did describe how GPs and GPRNs could work 
together to solve clinical problems. 
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“It might be that somebody comes in with something quite complicated, the 
nurse actually comes in and you've got two people able to solve a 
problem” (GP5). 
Discussion 
Collaboration was largely perceived by participants as the exchange of ideas and 
expertise to improve consumer outcomes. In reality, most participants adopted ad 
hoc communication and carried parallel consumer loads. While parallel consumer 
loads provided the autonomy that appealed to many GPRNs, the dominance of ad 
hoc interactions between GPs and GPRNs did not facilitate the development of the 
fundamental features of collaboration around shared goals, decision making and 
responsibilities. In contrast, environments with a structured approach to team 
communication were able to incorporate these features into practice, improving the 
utilisation of nurses and creating a positive team culture. 
Strengths and Limitations 
This project provides unique insight in that it has explored collaboration from the 
perspectives of GPs and GPRNs. However, there are several limitations. Firstly, 
participants were recruited from a single Australian state. Despite this, practice 
demographics were reflective of other areas across Australia196. Secondly, 
recruiting GPs is an ongoing concern227 and only eight GPs agreed to participate. 
While all GPs and GPRNs who met the eligibility criteria were invited to participate, 
practices receptive to research may have been more likely to respond. Therefore, 
participants with alternate views may not have been recruited. Finally, as a 
naturalistic inquiry, generalisations are not possible171; however, a detailed 
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description of the setting and participants facilitates the transferability of 
findings171,224.  
Comparison to the Literature 
Consistent with the literature around other health professionals, GPs and GPRNs 
in this project tended to conflate teamwork and collaboration into a single 
unity77,129,205. Although this is not unusual, clearly defining collaboration and 
teamwork may help establish policy frameworks that improve the way GPs and 
GPRNs deliver chronic care77. While McKinlay et al.228 suggest that teamwork is 
ineffective in the absence of collaboration, the two certainly share unique 
manifestations around sharing goals, decision making and responsibilities73. There 
are, however, subtle differences between collaboration and teamwork in 
approaches to hierarchy, leadership and autonomy205. This may challenge 
collaboration in privately owned general practices which largely operate within a 
hierarchical business model with the GP as owner. Rigidly hierarchical 
environments are often incompatible with collaboration128 and have previously 
been associated with fragmented care and poor team engagement229,230. This may 
potentially decrease GPRN satisfaction and cause significant cost to the 
organisation through increased staff turnover. 
A recent review of the literature by Morgan et al.231, found that frequent and 
informal communication was crucial to establishing inter-professional 
collaboration. In contrast, findings from this project resonate with research 
conducted in NZ by Finlayson and Raymont134 which found that while frequent 
reactive discussions serviced immediate needs in times of high workload they did 
not provide opportunities for participants to negotiate common goals or to share 
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decision making and instead, led to parallel roles. Oandasan et al.77 and D’Amour 
et al.73 report that parallel and autonomous practices are situated at the lower end 
of the collaborative spectrum and are associated with less interdependence 
between team members. While many GPRN participants were attracted to the 
autonomy that parallel roles provided, the lack of formal interprofessional 
interactions meant that care was not delivered in a co-ordinated or collaborative 
manner that has previously been identified to improve outcomes59,74. 
Formal opportunities to communicate as a team accelerated the development of 
trust and facilitated an environment conducive to establishing a collaborative 
environment where participants could share goals and coordinate care. Reflecting 
the experiences of structured ‘huddles’ in other primary care environments where 
teams meet, formal clinical team meetings provided participants with opportunities 
to share decision making, facilitated care coordination232 and provided 
opportunities for GPs and GPRNs to discuss potential workload and support 
needs233. While downtime to conduct formal team meetings required 
organisational commitment and represent a cost to the organisation229, 
participants felt that formal team meetings positively influenced the quality of care, 
and the utilisation of GPRNs.  
The increased prevalence of chronic conditions will require nurses to work to the 
full scope of their practice. Consistent with previous research conducted in 
Australia and Canada, GP participants were positive towards GPRNs gaining post-
registration qualifications; however, they appeared to lack clarity around the 
GPRNs’ scopes of practice53,56,57,234. It was apparent that the expertise of many 
GPRN participants was underutilised and that the full potential of their role has not 
yet been met. Role clarity is fundamental to effective collaboration and previous 
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reports from this project suggest that poor role clarity is a significant issue 
impacting collaboration between GPs and GPRNs in Australian general 
practices179. 
Implications for Practice 
Understanding GPs’ and GPRNs’ perceptions of collaboration and the barriers and 
facilitators to working together is important to identifying how the primary care 
workforce can be strengthened. While collaborative practices have been identified 
as an effective model of care59, it is vital to its implementation that we understand 
the organisational and workforce implications unique to general practices. Such 
understandings will help improve the utilisation of nurses and the capacity of the 
general practice workforce. The challenge perhaps, is to create non-hierarchical 
teams within a hierarchical business model. 
Conclusion 
Findings from this project have the potential to maximise human resources and 
alleviate workforce stressors associated with the growth of multi-morbidity 
presentations in general practice. While collaboration is gaining recognition across 
health services, the business model of general practice differentiates this 
workplace from other health settings. It is evident that parallel workloads are 
common in Australian general practice and that GPRNs appreciate the autonomy 
that this provides, however, individual professional autonomy lacks the 
advantages offered by collaboration. Non-hierarchical work environments that 
supported regular, formal communication provided the greatest opportunities for 
GP and GPRN collaboration. 
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Chapter Introduction 
The second overarching theme, ‘Understanding the general practice nurse’s role’ 
reports the importance of role clarity and interprofessional awareness in 
establishing a culture of collaboration between GPs and GPRNs. This theme is 
presented in Paper 4 and is currently “In press” in the Journal of Clinical Nursing 
(Impact factor: 1.384; Nursing Social Science Ranking: 31/114) as: 
McInnes, S., Peters, K., Bonney, A. and Halcomb, E. (In press). ‘A 
qualitative study of collaboration in general practice: Understanding 
the general practice nurse’s role’, Journal of Clinical Nursing 
(accepted: 22/09/2016 doi: 10.1111/jocn.13598). 
Abstract 
Aims and objectives: To explore the nature of collaboration between registered 
nurses and GPs in Australian general practice. 
Background: There is international recognition that collaboration between health 
professionals can improve care coordination, enhance health outcomes, optimise 
the work environment and reduce healthcare costs. However, effective 
collaboration requires a clear understanding of each team member’s role.  
Design: A qualitative approach guided by Naturalistic Inquiry was used to elicit 
and interpret participant narratives.  
Methods: Eight GPs and 14 registered nurses working in general practice were 
purposefully recruited. Data were collected via individual, semi-structured face-to-
face interviews during February to May 2015. Interviews were audio recorded and 
transcribed verbatim. Data were analysed using thematic analysis. 
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Results: Data revealed three overarching themes. This paper presents the data 
around ‘Understanding the general practice registered nurse’s role’. Many GP 
participants lacked clarity around the role and scope of practice of the registered 
nurse. At the same time, nursing participants often articulated their role as an 
assistant rather than an independent health professional. This limited collaboration 
and the nurses’ role within the team. Collaboration was enhanced when GPs 
actively sought an understanding of the registered nurses scope of practice. 
Conclusion: Clarifying the GPRN’s role promotes collaboration and supports 
nurses to work to the full extent of their practice. This is important in terms of 
optimising the nurse’s role in the team and reinforcing their professional identity.  
Introduction 
There is growing recognition that no single professional can manage the increased 
prevalence of chronic and complex illness treated in the community228,235. This has 
stimulated global interest in interdisciplinary collaboration to deliver safe, efficient 
and cost effective care33,205,219. Wagner, Austin et al.33 describes the importance of 
interdisciplinary collaboration as a means of having the right health professional 
providing the right care at the right time for consumers. While collaboration 
between health professionals has been shown to improve care coordination, 
enhance consumer outcomes and reduce healthcare costs, it is predicated on a 
clear understanding of each team member’s role36,74,236.  
Poor role clarity is reported in the literature as a costly barrier to effective 
collaboration56,236. Where there is role ambiguity, individuals often express 
frustration and report increased incidences of work place dissatisfaction and 
conflict57,237. Ambiguity is also linked to ad hoc negotiations regarding the nurses’ 
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role and a lack of clarity in their scope of practice238. Role clarity however, is 
reported to facilitate collaboration, role optimisation and professional identity34,55. 
Background 
General practice provides primary care services within community settings. In 
Australia, this system has historically comprised of individual GPs working in a 
small business environment25,45. This financial arrangement exposes GPs to 
multiple pressures associated with clinical workload, practice ownership, employee 
contracts, regulatory demands and interprofessional relationships174,239. Despite 
these stressors and the perceived benefits of collaboration, there is little evidence 
to suggest that GPs collaborate with nurses to capitalise on available expertise in 
this dynamic environment55,205.  
While the GPRN’s role is well established in the United Kingdom and New 
Zealand, it is only in the last decade that nursing in Australian general practice has 
experienced significant growth53,240. The rapid growth in the GPRN workforce was 
largely brought about by Commonwealth government policies which provide 
financial incentives to employ practice nurses48,53. Since 2007, the number of 
nurses working in Australian general practice has increased by over 4,000 nurses 
to now number approximately 12,000 nurses7,52. Of these, the vast majority (86%) 
are GPRNs7. While this shift in workforce seeks to manage the shortage of health 
professionals and the growing demand for primary care services, it also brings 
new challenges for staff as the nature of the workforce evolves. 
There is an abundance of literature describing the roles of general practice nurses 
in Australia and internationally57,118,133,238. Where nurses were once viewed as 
GPs’ assistants, they now play a central role in managing chronic conditions, 
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facilitating lifestyle risk factor modification and supporting acute health issues 
across the lifespan47,57,212,241. However, there has been limited attention focussed 
on how this clinical role integrates with the care provided by GPs174, or the impact 
of the growth in the general practice nursing workforce on the interprofessional 
relationships in this setting53. While Australian general practice was once 
predominately characterised by sole GPs working in isolation, the growth of the 
GPRN workforce has coincided with a move towards large group and corporate 
practices6. Such changes have created significant shifts in ways of working and 
the need for health professionals to work both with others from their own 
profession and with other health professionals53. The challenges created by such a 
shift have not been well explored.  
In view of this, a qualitative Project exploring the nature of collaboration between 
GPRNs and GPs was undertaken in Australian general practices. Given the 
richness of the data and the disparate themes which emerged, the data for the 
other themes are reported separately. Other themes present the influence of 
funding models on collaboration174, and the collaborative practices between GPs 
and GPRNs working in Australian general practice180. 
Methods 
Project Design 
This qualitative Project used naturalistic inquiry to explore the narratives of both 
GPs and GPRNs. Naturalistic inquiry is founded on the ontological premise that 
“realities are wholes that cannot be understood in isolation from their context”171 
(p. 39), and that the relationship between the researcher and participant is 
interactive and inseparable171. Given the anthropological relevance of the 
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researcher as an instrument, naturalistic inquiry relies on the responsiveness, 
adaptability and trustworthiness of the researcher to deliver credible findings171. 
Sample and Setting 
General practitioners and GPRNs were purposefully recruited from two NSW 
PHNs. Individuals were invited to participate if they had worked in a general 
practice employing a registered nurse for at least twelve months. Practices were 
located in city, metropolitan and rural settings and included solo practices through 
to larger group practices. Due to their different scopes of practice and regulatory 
considerations, NPs and enrolled nurses were excluded. 
Data Collection 
A semi-structured interview guide was developed following consultation with 
experts and an integrative review of the literature174. In addition to identified 
questions, prompts were used to elicit further information and to clarify 
responses177. All interviews were audio recorded and to ensure consistency, were 
conducted by one researcher (SM) between February and May 2015. In all 
naturalistic studies the potential exists for the subjectivity of the researcher to 
influence the collection and interpretation of data171,242. To ameliorate this, 
reflexivity was incorporated into all aspects of data collection and analysis. The 
position of the lead researcher as a doctoral student with experience as a 
registered nurse and in general practice research was communicated to 
participants. Following each interview, reflective field notations were made to 
record the researcher’s observations, thoughts and feelings. All audio recordings 
were uploaded to a professional transcription company and transcribed verbatim.  
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Data Analysis  
Analysis commenced following completion of the first interview. Transcripts were 
de-identified and assigned a unique code. Accuracy in transcriptions was 
confirmed through reading and listening to audio recordings at the same time. 
Transcripts were imported into NVivo 10™ and underwent an inductive process of 
thematic analysis as described by Braun and Clarke140. Data were coded by SM 
and categorised through a recursive process of moving back and forward through 
raw data140. Codes were cross checked for accuracy by EH & KP, registered nurse 
academics with extensive expertise in qualitative and general practice research. A 
fourth team member, AB, is an academic GP who ameliorated the risk of discipline 
bias. Differences were discussed and consensus on all themes was reached. 
Ethical Considerations 
The conduct of the Project was approved by the UOW / ISHLHD HREC (Approval 
HE14/459). All participants were provided with an information sheet explaining the 
voluntary nature of the Project and any risks and benefits of their participation. 
Participants signed an informed consent and gave additional verbal consent prior 
to commencing the audio recording of interviews.  
Rigor 
Quality was established by addressing components of trustworthiness described 
by Lincoln and Guba169,171. A rigorous process of analysis, reflective journaling, 
peer debriefing and achieving data saturation helped establish rich and credible 
findings. Sample diversity facilitated transferability. Dependability was established 
through clearly describing the Project purpose, its setting and participants. 
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Confirmability was addressed through the independent cross checking of codes 
and reaching consensus around themes.  
Results 
Eight GPs and 14 GPRNs participated in individual interviews (Table 5.1). Data 
revealed three themes, namely; Understanding collaboration in general practice; 
Understanding the general practice registered nurse’s role and; The influence of 
funding models on collaboration. Each of these overarching themes has several 
sub-themes. Given the depth and richness of the data within each theme they 
have been presented separately in individual publications174,180.  
This paper reports on the overarching theme: Understanding the general practice 
registered nurse’s role; and its three sub-themes. The first sub-theme: The 
importance of role clarity, explores the link between role clarity and collaboration. 
The challenges GPRNs experienced in establishing their professional identity is 
described in the second sub-theme: The GPRNs’ perception of their own identity. 
The value of the GPRN role in collaborative care is presented in the final sub-
theme, Appreciating the GPRNs’ expertise. 
The Importance of Role Clarity 
Many GP participants admitted “not having a good understanding of what they can 
do for you, what a practice nurse can do for you” (GP3). As evidence that GPs 
may not have a full appreciation of GPRNs’ scope of practice, GP4 described that; 
“sometimes on rare occasions we might get the nurses to actually talk to patients 
about quitting smoking or just general dietary advice” (GP4). So, while patient 
education and lifestyle risk factor modification are well within the nurses’ scope of 
CHAPTER 5:  UNDERSTANDING THE GPRN ROLE 
82 
practice this comment identifies that these skills are rarely enacted by this 
participant. 
Table 5.1: Participant Characteristics 
 
 
 
 
 
 
 
 
 
 
 
A further misconception expressed by some GP participants was that they were 
responsible for the supervision of RNs. “We are supposed to be supervising. I've 
got a nurse just right opposite my door so I'm in and out a lot. So I am supervising” 
(GP7). While as an employer, GPs hold a level of responsibility for patient safety, 
in Australia the RN is a licensed health practitioner who is responsible for their 
own clinical practice.  
The age of GP participants was perceived by GPRNs to influence their willingness 
to adopt collaborative practices. Older GPs appeared to “struggle with the team 
approach and the collaborative care that the nurses bring” (RN7), “the Y 
Participant Characteristic GPRN (n) GP (n) 
Total 14 8 
Gender: Female 14 4 
Age:  Mean years (range) 
  (average) 
30-59 
49.6 
42-62 
54.5 
Highest Qualification (GPRN): 
 Hospital certificate 
 Bachelor Degree 
 Masters 
 
8 
5 
1 
 
- 
- 
- 
Average number of years worked: 
 As a RN 
 In general practice 
 
24.8 
8.6 
 
n/a 
20.25 
GPs and GPRNs working at this practice:  1-6 1-16 
Employment status: 
 (Full time) 
 (Part time) 
 
4 
10 
 
3 
5 
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Generation doctors are a lot different. I think they actually have a little bit more 
respect perhaps for the nursing contribution” (RN7). A willingness by younger GPs 
to seek and openly discuss the skill set of individual GPRNs facilitated an 
understanding of the GPRNs’ scope of practice and their role within the team. This 
was viewed by GPRN participants as a positive move towards collaboration.  
“The newer GPs honestly come in and just say look I don't know what you 
do. Can I sit with you and can you show me or can you tell me - weekly 
they are surprised at either the level of care that we can give or the in-
depthness of a health assessment for example” (GPRN10).  
Reflecting on previous experiences, GPRN5 commented;  
“I think it's a constant battle to educate them [GPs] on what we can 
actually do. …we’re nowhere near respected enough for what knowledge 
we have and what experience we bring to the role” (GPRN5). 
Recognising the importance of role clarity, some GPRNs actively sought to explain 
their scope of practice with GPs. “Whenever I start working with a doctor I tell them 
what my skill set is and sometimes I remind them what my skill set is” (GPRN3).  
The confusion around the nurses’ role translated to some GPRN participants 
articulating being allocated specific tasks rather than engaging in collaborative 
practice. “[I’m] Running in and out of their offices all day, asking questions, they're 
telling me what they'd like me to do” (GPRN4). 
GPRN participants felt that enhanced role clarity could support them to work to the 
full scope of their practice and expressed a desire to work collaboratively in 
organisational decision making; 
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“Nurses have been saying, give us more, we don't want to be sitting here. 
Not that we're really sitting here twiddling our thumbs. But we need to be 
more involved in chronic disease management. We need to be more 
involved in the nuts and bolts” (GPRN11).  
However, in the absence of well-defined job descriptions, the GPRNs role 
lacked clarity as all nurses were considered as a homogeneous group 
regardless of individual education, skills or clinical experience.  
“neither [my partner] nor I have really discussed it [job descriptions]. 
They're [GPRNs] just responding to doing a usual nursing role involving 
doing care planning, health assessments, helping with excisions and 
aspirations and dressings, the usual things that nurses would do in a 
hospital system” (GP4). 
 A lack of a clearly defined nursing roles often meant that GPRNs were asked by 
their employing GP to perform administrative tasks; 
“there was a description of sorts, but over the years my work has slowly 
evolved into doing reception so the receptionist can have lunch….. 
Sometimes I just want to be the nurse but I respect the Dr and I do what 
[GP] asks me to do. It’s as simple as that” (GPRN1).  
The underutilisation of GPRNs prompted several others to articulate that they felt 
they had more to contribute within the framework of a collaborative team. “I think if 
they [GPs] can see something where I'm going to save them time, I would do that. 
Do they see the potential of what nurses can do? No” (GPRN6). Some GP 
participants similarly identified that the GPRNs potential had not yet been 
achieved.  
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“I mean we could probably do more with nurses than we're doing. Over the 
years we're using them more and more. There’s more potential than we’re 
using” (GP7).  
Many participants however, acknowledged that the busyness of the practice 
created a level of inertia that prevented a forward movement in understanding and 
working together. As GPRN4 explained; “I think sometimes you're just too busy. 
Yeah, that's a hassle”.  
The GPRNs’ Perception of their Own Identity 
Several GPRN participants described their role as being ancillary and supportive 
to the GP; “Part of my job is to look at the doctors' schedule each day and see 
what I can do to help them” (GPRN6), and; “I always thought the nurse's job was 
to make the doctor's life easier” (GPRN3). Despite extensive clinical nursing 
experience, many GPRN participants did not position themselves as independent 
health professionals who could add value to the delivery of care beyond reducing 
GP workload. This perception was reinforced by GPs who described the GPRNs’ 
role as; “mainly as a support person for me” (GP3). GP2 described “I mean, if 
we're lacking something from the equipment and so on, she's also the one which 
(is) organising that. I don’t think we've [GPs] got the time for that.” 
Proactively asserting their scope of practice did not come naturally to many GPRN 
participants, particularly those who had completed their initial qualifications within 
the hospital system. Tertiary educated GPRNs, however, were noticeably more 
assertive in communicating their expertise with GPs and establishing their 
professional identity. “Being really confident of what our abilities are and saying 
how - reaffirming to the doctors that we are our own practitioners” (GPRN10).  
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The delegation of tasks by GPs did little to develop the GPRNs’ professional 
identity or their position within the team environment; “They just send me a 
message saying, do an ECG on this woman, do spirometry on this woman, do 
audiology on this person” (GPRN4). Indeed, it was evident that the delegation of 
tasks could limit collaboration when responsibilities, decision making and patient 
goals were not shared; “I don't know what's wrong with these patients, unless [GP] 
tells me for some reason” (GPRN1).  
Appreciating the GPRNs’ Expertise  
In some clinical areas, such as immunisation, diabetes and wound management, 
GP participants recognised GPRNs as experts and sought their clinical advice. “I 
just assume that most of our nurses are better at wounds than I am [laughs]” 
(GP5). “I just say, look, really I think that needs a dressing, let's get the nurse in, 
see what she recommends” (GP7);  
When their experience was recognised by GPs in this way GPRNs expressed a 
sense of satisfaction. “He [GP] knows that I'm doing this reproductive and sexual 
health course at the moment. He wanted to just check that he was testing for 
everything that he should be. That's really nice” (GPRN5).  
Conversely, a level of dissatisfaction was demonstrated when responsibilities and 
decision making were not shared collaboratively or were removed from GPRNs.  
“To me, if the problem’s there, it should be me, within my scope of 
practice, to be able to identify the problem and then to be able to discuss 
that with the doctor,….but [for a GP] to actually come in to just say, yes, 
that's fine, see you later, it's quite insulting for the patient, the nurse or 
where people are sitting” (GPRN9). 
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It was highlighted however, that the GPRNs’ role was still developing and required 
a period of adjustment to resolve issues around role boundaries and the 
distribution of clinical tasks.  
“It's an expanding role. I can't imagine how we coped without them now. It 
has taken some getting used to on the parts of the doctors and the nurses 
to delineate the roles to start with and then to become comfortable with 
them doing more of the stuff we do” (GP8).  
Discussion 
Other data generated from this Project has identified ways that funding impacts 
collaboration between GPRNs and GPs and report the collaborative practices 
between GPs and GPRNs working in Australian general practice174,180. The data 
presented in this paper provides new insight into issues around role clarity and the 
influence of this on collaboration between GPs and GPRNs. It was evident that 
many participants did not have a clear understanding of the GPRNs’ role and 
scope of practice. Indeed, many participants failed to distinguish roles from 
tasks55,57. Similar to the international literature, the lack of clarity around the 
GPRNs role appeared to decrease collaboration and the GPRNs potential within 
the general practice team57,118,205. While it has been suggested that clearly defined 
roles are an important feature of effective healthcare teams243, a lack of 
understanding around different team members’ roles was a potential source of 
team conflict237. Given the private nature of general practices in Australia and the 
potential for role conflict to impact team dynamics, job satisfaction and retention, it 
is vital that each team member’s role is clarified244,245. 
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The delegation of tasks by GPs resonates with the literature25,204,205, and did little 
to promote collaboration. It was evident that the practice of delegation limited the 
nurse’s role and was largely viewed by GP participants as a strategic measure to 
enhance their own efficiencies174. Many GPRN participants were frustrated by the 
delegation of tasks and perceived that this limited the development of their role. 
This is consistent with other studies undertaken in Australian general practice 
where GP delegation seemingly restricted the GPRNs’ practice and 
utilisation159,246.  
The frequency with which GPRNs articulated a lack of clear job descriptions is 
comparable with findings by Allard et al.56, and has previously been identified as a 
barrier to role development53. The presence of generic or vague job descriptions in 
this Project were seen to exacerbate role ambiguity, did little to alleviate role 
blurring, limited the utilisation of GPRNs and ultimately reduced collaboration 
between GPs and GPRNs237. Clear and concise job descriptions that reflected the 
GPRNs’ education and expertise helped clarify the GPRNs’ scope of practice and 
optimised their role within the clinical team. 
This Project revealed a tendency by many GPRN participants to articulate their 
role as an assistant to the GP rather than as an independent health professional. 
This perception of their role was perhaps exacerbated by GPs who viewed the 
GPRNs’ role as supportive to their own162, and influenced by the small business 
model where the GP is also often the employer174. While older literature has 
described a hand-maiden role143, more recent literature presents the GPRN in an 
expanded and professional role46,247,248. Despite this, Parker, Keleher et al.249 
report how some “nurses are happy to remain in the 'hand-maiden’ role”249 (p. 
229). Regardless of the antecedents, professional identity is a vital component in 
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ensuring high functioning nurses and an important feature in developing the level 
of professional confidence required to effectively collaborate with others29,55,250.  
Previous research has demonstrated the feasibility and acceptability of nursing 
care in general practice and the importance of this in terms of meeting the 
demands of chronic and complex illness251,252. Findings from this Project 
demonstrate that significant gains can be made to the utilisation of GPRNs by 
implementing strategies that clarify the nurse’s role and supports them to work to 
the full extent of their practice253. Such strategies have the potential to improve 
collaboration, job satisfaction, retention and the professional identity of nurses.  
Limitations and Strengths 
As a naturalistic inquiry, this research adopted a purposeful sampling technique. It 
is possible that only participants with a particular viewpoint volunteered to 
participate. Whilst data saturation was achieved, the sample of GPs was not large. 
However, all participants were employed within a private enterprise and 
recruitment in this healthcare sector is known to be challenging53,254. Additionally, 
presenting findings in a series of papers, each of which explore a single theme has 
its limitations. However, the richness of data and the complexity of the issues 
which emerged made it impractical to report all themes in a single publication. To 
facilitate linkage other papers have been cited within this paper to allow the reader 
to further explore other aspects of the data174,180. A significant strength of this 
paper is that it explored issues around collaboration from the perspective of both 
GPs and GPRNs. Comparing and contrasting these perspectives provided a 
deeper insight than would have been possible from a single perspective. 
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Conclusion 
The dual role of GPs as employers and clinical colleague appeared to increase the 
complexities of collaboration between GPs and GPRNs. While interprofessional 
awareness was viewed as a facilitator to collaboration and supported GPRNs to 
work to the full scope of their practice, it is evident that issues around role clarity 
need to be resolved. Despite the workload and busyness of general practice, time 
to develop a mutual understanding of the GPRNs’ role was shown to facilitate 
collaboration between GPs and GPRNs. Additionally, the implementation of 
strategies to strengthen the professional identify of GPRNs may assist them to feel 
more confident in engaging in dialogue around their role within the general 
practice team. 
Relevance to Practice 
Findings suggest that there is a spectrum of understanding around the registered 
nurse’s role in general practice. There are several implications of this to practice. 
Firstly, a mutual understanding of the nurse’s role clearly maximised collaboration 
between GPRNs and GPs and provided the scope to improve the timely delivery 
of quality care. Secondly, this Project highlights ways that role ambiguity limited 
collaboration and the nurse’s role within the clinical team. Finally, clarity in the 
nurse’s role positively influenced the nurses’ professional identity and their 
willingness to engage in collaborative practices. Insight into these issues has the 
potential to increase the role of GPRNs and to inform strategies that enhance the 
coordination of care in general practice 
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Chapter Introduction 
The final overarching theme, ‘The influence of funding models on collaboration’ 
identifies ways that the business model and dominant FFS funding arrangement 
found in Australian general practices influenced collaboration between GP and 
GPRN participants. This overarching theme is presented in Paper 5 which was 
published in the Australian Journal of Primary Health (Impact factor 1.219) as;  
McInnes, S., Peters, K., Bonney, A. and Halcomb, E. (2017). ‘The 
influence of funding models on collaboration in Australian general 
practice’, Australian Journal of Primary Health 23(1): p. 31-36. 
Abstract  
Despite more nurses working in Australian general practice, there has been limited 
investigation exploring ways that GPs and registered nurses work together to 
deliver clinical care. However, it has been postulated that the small business 
structure, common in Australian general practices, might influence collaboration 
between these two groups of health professionals. This paper presents one theme 
from a larger qualitative Project. Eight GPs and 14 registered nurses working in 
general practice participated in semi-structured face-to-face interviews between 
February and May 2015. Naturalistic inquiry was adopted to elicit and explore the 
narrative accounts of participants about working together in general practice. An 
inductive process of thematic analysis was used to identify, analyse and report 
patterns and themes. Ancillary costs associated with the employment of registered 
nurses in general practice and the time registered nurses took to undertake 
procedural services were a concern for GPs. Registered nurses did not always 
work to their full scope of practice and many felt that their expertise was not 
appropriately remunerated. Findings suggested that FFS funding models can 
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negatively influence collaboration between GPs and registered nurses working in 
general practice. 
Introduction  
Collaboration involves two or more disciplines working together towards a 
common goal73. Disciplines collaborate through open communication, sharing 
responsibilities and decision making, and distributing leadership based on 
knowledge and expertise73,83. Collaboration in Canadian primary care settings has 
demonstrated improved consumer outcomes, increased staff satisfaction and 
reduced healthcare costs111,255. Despite this, the literature suggests there is limited 
collaboration between GPs and registered nurses working in general practice205. A 
lack of clarity around the nurses’ scope of practice, poor communication and 
medico-legal concerns have been identified to impact on their relationship205.  
General practice is commonly regarded as the cornerstone of OECD health care 
systems. The rates of general practice utilisation per capita are steadily growing 
both in Australia256 and internationally257,258. Most Australian general practices 
operate as small business enterprises and over 90% of income is generated via a 
tax payer funded FFS arrangement (Medicare). Further revenue is raised via 
consumer co-payments and government incentive schemes. Australian consumers 
are free to choose their GP and may attend multiple practices or see multiple 
GPs256,259. Other OECD countries, such as the Netherlands and New Zealand 
blend FFS with fixed capitation (payment of an annual fee based on the number of 
consumer enrolments rather than consumer visits)260. General practitioners in the 
United Kingdom have widely adopted an incentive based Quality Outcomes 
Framework designed to reward achievement of clinical indicators261. 
CHAPTER 6:                                          THE INFLUENCE OF FUNDING MODELS 
94 
In terms of efficiency and teamwork, there are several limitations attributed to FFS. 
Firstly, FFS encourages increased activity with no reciprocal incentive to promote 
quality259. Although FFS is an effective reimbursement scheme, it is often more 
appropriate for low complexity episodic care rather than the ongoing management 
of chronic conditions259. New Zealand research suggests that capitation, rather 
than FFS, promotes the involvement of nurses in consumer care145. Similarly, the 
Quality Outcomes Framework has been found to improve teamwork and enhance 
specialist nursing skills262.  
Similar to international trends, demand for Australian primary care services are set 
to exceed GP supply218,256. In response, the Australian government introduced a 
Practice Nurse Incentive Program (PNIP) to strengthen the nurse workforce in 
general practice48. While eligible practices can receive up to $A125,000 per year 
under the PNIP, procedural based nursing Medicare item numbers have been 
removed48. To date, there is limited research that assesses the effectiveness of 
PNIP. However, it is suggested that GPs struggle to financially absorb the removal 
of nurse item numbers and have reduced the co-coordination of care with 
nurses256,263. It is timely, therefore, to understand the influence that funding models 
have had on the way GPs and GPRNs who are not registered-nurse practitioners 
work together to deliver clinical care. Such findings may be used to inform 
innovative policies that produce cost-effective healthcare, while maintaining a 
viable business operation. 
Methods 
This paper presents one theme from a larger qualitative Project exploring 
collaboration between GPs and GPRNs in Australian general practice. Given the 
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richness of the data, themes have been published separately. Other themes focus 
on aspects of collaboration around the nature of collaboration in general practice 
and understanding the GPRNs role179,180. 
Approach, Setting and Sampling Strategy 
Naturalistic inquiry was used to elicit the narrative accounts of participants. 
Participants were purposefully recruited from two PHNs in New South Wales, 
Australia. Maximum variation was sought by including city, metropolitan and rural 
practices and solo through to group practices. Each PHN emailed an information 
sheet about the Project to local practices. Subsequently, a researcher spoke at 
professional training sessions to further explain the Project and seek participation. 
Electronic advertisements were placed on professional web sites and follow-up 
phone calls were made four weeks after the initial recruitment to potentially 
interested practices. General practitioners and GPRNs were eligible to participate 
if they had worked for at least 12 months in a general practice which employed 
RNs. The term GPRN in this paper will solely describe registered nurse 
participants who are not NPs.  
Data Collection  
Interviews were conducted by one researcher (SM) between February and May 
2015. A semi-structured interview guide was developed following an integrative 
literature review205 and consultations with relevant medical and nursing experts. 
Prompts were used in addition to the questions to elaborate and clarify 
responses177. Individual face-to-face interviews were audio recorded and 
transcribed verbatim by a professional transcription company. Field notes 
documented observations and thoughts after each interview.  
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Data Analysis 
All transcripts were de-identified and imported into NVivo 10™ and underwent an 
inductive process of thematic analysis140. A rich understanding of the content was 
achieved by immersion in the data as transcripts were read and re-read. Potential 
meanings and patterns were documented and preliminary thematic ‘maps’ helped 
arrange codes into themes. The data set was coded by the lead researcher (SM) 
and reviewed for accuracy and relevance by two others (KP and EH). 
Discrepancies were discussed between the whole team until consensus was 
reached.  
Trustworthiness 
Consistent with naturalistic inquiry, trustworthiness criteria as suggested by 
Lincoln and Guba171 were used to establish truthful and credible findings. 
Credibility was established through regular peer debriefing and a vigorous process 
of inductive analysis that ensured interpretations remained truthful to the raw 
data171. Demographic diversity and description of the Project settings assists the 
reader to determine transferability171. Dependability and confirmability were 
addressed through the independent confirmation of codes and researchers 
reaching consensus around themes171.  
Ethics 
The Project was approved by the UOW / ISHLHD HREC (Approval HE14/459). All 
participants provided written informed consent and verbal approval to audio-record 
interviews.  
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Results 
In total, 8 GPs and 14 GPRNs participated in interviews. This paper reports one 
theme regarding the influence of funding models on collaboration between GPs 
and GPRNs working in Australian general practices. Four subthemes emerged 
from the data. The first subtheme; The ethos of general practice describes the 
shared goal to sustain a benevolent community service. Diverging priorities 
encapsulates diverse perspectives when prioritising care and utilising resources. 
The potential for conflict: presents the perceived limitations of current funding 
models and the pressure to supplement nursing costs. Finally, remuneration for 
expertise highlights the issues around employer/employee relationships and the 
difficulty GPRNs have in negotiating salaries in private practice.  
The Ethos of General Practice  
“we're not just about making money” 
All participants shared a vision around the delivery of high quality health care. It 
was also apparent that GPs and GPRNs were cognisant that as a business, there 
was a need to balance income generation with service delivery.  
“I have to say the focus of our practice is not making money. I mean it is 
making money but our focus has basically been from when we were first 
opened is very much about client care. Yes we make money, fantastic. But 
we're not just about making money” (GP7). 
 “I do feel like there is an awareness of needing to make money but it's not 
a pressure and it has to be based around good patient care” (GPRN8). 
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Diverging Priorities  
“They [GPRNs] don’t like the fact that they can't spend .. time with a client” 
Several GPs spoke of the fiscal challenges of employing GPRNs and perceived 
that many GPRNs did not understand the operational costs associated with their 
employment. “They [GPRNs] really don’t understand the effort and time and cost 
that it takes to actually have the front door open” (GP4). There was also a 
perception amongst GPs that government funding initiatives did not appropriately 
compensate them for the employment of GPRNs.  
“Even taking into account the block funding they [government] give for 
some of the nurse's time, it doesn't take into account the on costs of 
infrastructure that you're providing for the nurses. …they provide as much 
on cost to the practice as a doctor because they use dressings and 
resources, they have appointments made, they generate appointments 
that need to be either billed, or chased up, or followed up. You need 
administration around them, they have training and HR requirements” 
(GP5). 
While GPs acknowledged the contribution GPRNs make to consumer care, 
several GPs valued GPRNs in terms of increasing their own efficiencies rather 
than as complementary health professionals providing quality nursing care.  
“.. the only way that you can fund a nurse's time is by hoping that they 
make the GPs more efficient” (GP5). 
From the GPRNs’ perspective, nurses felt compelled to take time to respond to the 
needs of their consumers rather than to prioritise short consultations that enhance 
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remuneration to the practice. GPRNs were concerned that consumers may not 
return if sensitive or complex issues were not addressed whilst the consumer was 
at the practice.  
“they [GPs] say, well you need to get good at saying, well we'll deal with 
this now, you need to come back for this and that. But unfortunately if I 
don't deal with everything at once then they [client] may give up” (GPRN7). 
“I mean sometimes it's inappropriate to say come back. I mean if someone 
wants to unload on you, irrespective of what it is, you have to 
prioritise….Often it's - sometimes it's at a crisis point, so you can't just say; 
oh look, sorry” (GPRN11). 
This difference in ways of working and prioritising work highlights a need for open 
communication between professionals to ensure mutual understanding. 
Unresolved, this type of issue may lead to a degree of frustration. 
The Potential for Conflict  
“we are so constricted by them [GPs] getting their item number payments” 
All GPRN participants had some form of post basic clinical training in areas which 
included midwifery, immunisation, diabetes education, well women’s screening 
and reproductive and sexual health. While GPs referred to the nurses’ knowledge 
in these areas and recognised their competence, the majority of GPs felt a need to 
co-consult and have input in the care of individual consumers. This GP 
involvement was clearly driven by the perception of liability and funding to bring 
remuneration to the practice.  
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“ultimately the GP is responsible, we're responsible. The buck stops with 
us if there's a problem or a bad outcome. It's our fault” (GP3). 
“usually we've got to run our eyes over them and say, you know - to say 
yes, you're okay. That's I guess, partly so that you can charge them a 
short con [consultation] as much as anything else” (GP8). 
The practice of co-consulting was a consistent source of contention and clearly 
frustrated GPRNs who perceived this as a duplication of service and an inefficient 
use of time.  
“I mean, to have a doctor come in and tell you how to steri-strip a skin tear, 
or dress a wound or dress a burn, it's a waste of their time and the nurse 
could just get on and do it” (GPRN6). 
Exacerbating this was the perception by many GPRNs that the removal of nurse 
item numbers and the introduction of PNIP limited their scope of practice. There 
was also a broad perception among GPRNs that GPs had limited understanding of 
the PNIP.  
“I think financially - item numbers are a big thing. I don't think GPs 
understand what the PNIP is and what it does, what it gives them” 
(GPRN10). 
However, a limited number of GPRNs described how the PNIP was promoting 
nursing autonomy, improving efficiency and enhancing consumer outcomes.  
“So if it's something, like if we genuinely have to call a doctor in, we do. 
Then we can bill an item against that doctor. I wonder if in other practices if 
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you took away having to do that, it would stop that doubling of services 
and open up more client appointments” (GPRN9). 
 “Okay we receive this nurse incentive payment so let's use it and not 
waste time for doctors doing things that they don't have to do and use the 
nurses as much as we can to provide better service, to provide 
preventative care and also just speed up the job of the GP if we can” 
(GPRN8). 
Remuneration for Expertise 
“We're paid less than the hospital nurses” 
No GPRN participant reported receiving incentive based bonuses. However, three 
received intermittent Christmas bonuses and four reported being paid above 
award wages by their GP employer. GPRN participants reported issues around 
wage negotiations and, for many, remuneration was a source of contention. 
Historically, hospital-based nurses have not had to negotiate their wage and this 
was new territory for GPRN participants. As the employer, the GP clearly had a 
significant role in deciding on appropriate remuneration for the GPRNs. 
“Like most nurses I’m not good at that [negotiating wage] and I’m at a point 
now where I feel I need to try and do something about it” (GPRN7). 
“I just started. There was no talk about wages or anything…. The other 
nurse was already working here anyway, so what she got, I got” (GPRN4). 
Some GPRNs perceived that their extended clinical skills brought financial benefit 
to the practice, yet they were not rewarded either financially or professionally for 
such expertise.  
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 “I've done the immunisation course. I've done the Well Women's, the 
reproductive and sexual health. I've done wound closure and suturing. I've 
done IV cannulation, coaching course and a lot of diabetes courses I've 
done. I've taken part in other research things and been on some 
committees. But yeah, a lot of that is not really recognised” (GPRN3). 
Several GPs identified that they were aware that many GPRNs were earning less 
than their acute care nursing colleagues and that this was a source of 
dissatisfaction amongst some nurses.  
“I think there is an issue from the nurses’ end that they're possibly - they 
feel that they're - they should be paid more. Because I'm not sure the 
practice nurses are being paid in the same ballpark with the hospital 
nurses. I can sort of see their point but the awards are different” (GP7). 
However, as a private business there was a general perception that nurses can be 
a financial burden and increasing remuneration is challenging.  
 “Something you’ve got to remember in general practices, they're [GPRNs] 
not paid by a health service. General practice is a private industry. So 
employing a practice nurse, if you don’t make use of them, can be just an 
additional cost that can sometimes be a significant cost to a general 
practice” (GP4). 
One GP compared GPRN wages to those of GP trainees and identified the 
differences in the potential for both individuals to bring remuneration to the 
practice, rather than considering the different types of clinical input that each 
would bring to the practice.  
CHAPTER 6:                                          THE INFLUENCE OF FUNDING MODELS 
103 
“Yeah I mean the problem is that they're [GPRNs] actually becoming very 
expensive. If you consider, a GP trainee probably costs about the same 
amount as a nurse and they have got their own item number. So yeah it's 
tricky” (GP5). 
Without resolution, employment stressors revealed the potential to increase the 
turnover of nurses. As GPRN6 stated:  
“Look, honestly, I'm over it [trying to negotiate]. I'm moving out of practice 
nursing…. I've spent over seven years now working with GPs and it is a 
big issue. They don't want to affect their profits. … I'm going to go now to a 
position where that's not an issue. It's not a small business.” 
Discussion 
The nursing workforce in Australian general practice has grown exponentially in 
the last decade53. Despite the changing dynamic of adding nurses to the general 
practice setting, there has been limited attention paid to the way in which 
registered nurses collaborate with the GPs. There are clearly significant 
differences between acute care and general practice created by the funding model 
and small business nature of general practice. This Project provides insight into 
how the funding environment impacts on the way in which GPs and GPRNs 
collaborate to deliver care. 
The increase in GPRN workforce in Australia has come about as a result of the 
positive policy environment and generous government incentives for employing 
nurses in general practice53. This has been a deliberate strategy to enhance 
primary care services to meet the growing needs of the community. However, to 
ensure the sustainability of nurses in this setting and optimisation of their role, 
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consideration needs to be given to the ongoing financing of the nursing in general 
practice workforce. This may include adopting a blended funding strategy based 
on clinical indicators similar to those in the United Kingdom and proposed in the 
Australian Health Care Home Pilot scheme261. 
The introduction of the PNIP has changed the role of the nurse in general practice. 
No longer are GPRNs encouraged to independently undertake specific activities 
that receive remuneration by item number159. Now the role of the GPRN can be 
negotiated to match the needs of the individual general practice community. The 
chronic disease literature highlights the gains in health outcomes offered by 
collaborative care models, whereby a range of professionals work together to 
support consumer care63,264. However, this Project found little evidence that the 
dominant FFS funding model in Australian general practice encouraged or 
rewarded GPs and GPRNs to collaborate145,265. Rather, similar to findings by 
Pearce et al.25, the data highlighted a range of ways in which this funding model 
impeded collaboration. 
Data from this Project revealed that both GPs and GPRNs felt that the best way 
that they could bring remuneration to the practice was to enhance GP efficiency. 
While models of substitution have been demonstrated to be safe and have similar 
health outcomes266, this overlooks the value that registered nurses can bring to 
general practice. GPRNs have the potential to enhance consumer education and 
health literacy, promote lifestyle risk factor reduction, improve consumer self-
management and provide coaching and counselling for health related issues66,267.  
Participants highlighted the impact that individual practice policies, such as those 
requiring the GP to see the consumer, have on the delivery of care. Many GPRN 
CHAPTER 6:                                          THE INFLUENCE OF FUNDING MODELS 
105 
participants identified that GPs in their workplace would oversee episodes of care 
that they felt were within their scope of practice, primarily because of the 
remuneration that would result if the consumer were seen by the GP. The 
frustration caused by this perceived duplication of services is not new and has 
been previously reported in the literature268,269. The ongoing nature of the issue 
highlights the urgent need for communication between GPs and GPRNs around 
issues of role and scope of practice to ensure that role conflict and ambiguity are 
minimised and a shared understanding is reached.  
As registered practitioners with a national accrediting body, GPRNs are 
responsible for their own clinical practice and do not require the supervision of 
medical practitioners to perform tasks within their scope of practice270. However, 
the private nature of Australian general practice, where the GP is often the 
employer as well as the clinical colleague, brings additional challenges. GP 
employers carry the financial risk and vicarious liability for the torts of employees 
and this is likely to influence collaborative practices in general practice34.  
The final issue raised by participants in this Project was around remuneration of 
nurses. Halcomb et al.269 identified the issues of poor remuneration for GPRNs as 
a key barrier to role expansion. Despite industrial attempts to achieve gains in 
wages there have been limited gains in this area. Registered nurses employed in 
general practice in New South Wales, Australia currently earn approximately $6/hr 
less than their acute care colleagues who have similar years of experience271,272. 
Dissatisfaction around employment conditions has the potential to negatively 
impact on the GP/GPRN relationship. Similar to international experiences, this 
Project found that GPRNs find it challenging to negotiate salaries273. An inability to 
negotiate wages based on experience and expertise is a further indication that 
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GPs and GPRNs do not openly communicate and threatens the practice with 
additional costs through decreased retention and lost expertise. 
Limitations 
This Project has several limitations. Participants were recruited from thirteen 
general practices in one Australian State. This meant that several participants 
were employed at the same practice and indeed some GPRNs were employed by 
GP participants. The impact this had on responses is unclear and it is plausible 
that participants did not wish to disclose information which they deemed could 
impact their working relationship. To negate this perception, all interviews were 
conducted individually and participants were ensured that all data would be de-
identified, including the location of practices. As a naturalistic inquiry, the onus is 
also on the reader to determine the transferability of findings to other settings171. 
Finally, the research team comprised a mix of registered nurses and a GP. While 
disciplines viewed data in different ways consensus on themes was reached.  
Conclusion 
It is evident that GPs and GPRNs support collaborative care and clearly shared 
knowledge and expertise. However, a number of issues related to funding 
negatively impact on collaborative practices and increased conflict between GP 
employers and GPRNs. Findings from this Project suggest that revisions to the 
existing funding models should be considered to facilitate collaboration in general 
practice and help resolve tensions created by the GP having the dual role of 
professional colleague and GPRN employer. Improvements in collaboration have 
the potential to improve the quality of care delivered and to optimise the work 
environment. 
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Chapter Introduction  
This thesis has presented a naturalistic inquiry exploring the nature of 
collaboration between GPs and GPRNs in Australian general practice. It has 
explained the need to prepare a workforce with the skills to meet the exponential 
growth of chronic conditions and has presented the ties and funding motivators 
that have historically bound general practices to acute episodic care. Additionally, 
it has provided a background to the positive gains that can be made when 
healthcare professionals collaborate to deliver care. 
The series of publications arising from this Project has added new knowledge to 
the concepts underpinning collaboration and provided insight into the facilitators 
and challenges that influence collaboration between GPs and GPRNs in Australian 
general practice. It is the intention of this final Chapter to acknowledge this 
Project’s aim and to present its key concepts, strengths and limitations. Prior to 
providing concluding remarks, this Chapter will make recommendations for 
practice, education and policy and suggest areas for future research. 
Achievement of the Project Aim 
This Project sought to uncover and present new knowledge around the way that 
GPs and GPRNs collaborate in Australian general practice. This was achieved by 
answering the research question: What are the experiences of GPRNs and GPs in 
collaborating within Australian general practice? 
Through a series of publications and conference presentations targeting health 
professionals, academics and policy makers, new knowledge generated through 
this Project has been disseminated to those with a vested interest in planning and 
developing the primary care workforce and the role of GPRNs within this setting.  
CHAPTER 7:  DISCUSSION AND CONCLUSION 
109 
By exploring the collaborative experiences of GPs and GPRNs, publications 
arising from this Project have clearly identified and presented new knowledge 
around the challenges created by the general practice business model and 
identified strategies to enhance collaboration between GPs and GPRNs. These 
have the potential to develop the building capacity of the general practice 
workforce by maximising the role of GPRNs within this clinical setting. 
Discussion  
Three key concepts emerged from the Project. The first key concept; The illusion 
of collaboration, will present the mismatch between the participants’ concept of 
collaboration and their practical application of collaboration in practice. The second 
key concept; Creating interprofessional awareness discusses the importance of 
establishing a culture that supports role clarity. The final key concept; The small 
business element, presents the challenges to collaboration brought about by the 
business model underpinning most Australian general practices.  
1: The Illusion of Collaboration  
Reflecting the international literature, participants in this Project found it 
challenging to define what collaboration looked like in their clinical 
practice129,205,274. While most were able to articulate ‘text-book’ definitions relating 
to the concept of collaboration, these did not capture all features of collaboration. 
For example, consistent with the literature, most participants described 
collaboration in terms of sharing a common goal84,131,157, taking time to build trust82 
and respecting professional expertise, judgment and knowledge73,82,83,275. 
However, the evidence shows that collaboration between health professionals is 
also founded on non-hierarchical environments73,81,89,128,205,229,276, and shared 
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decision making, problem solving and responsibilities73,74,82,84,277. While leadership 
is considered to be a subject of discourse within a collaborative work environment, 
a review of the literature by D’Armour and colleagues73 suggests that the most 
appropriate health professional should lead care in each situation. These aspects 
of collaboration were rarely articulated by participants in this Project.  
Evidence arising from this Project also suggests that despite articulating many 
features of collaboration, narratives often described a mismatch between the 
participants’ understanding and application of collaborative practices. For 
example, most participants articulated that collaboration requires clear 
communication. While this resonates with the literature83,84,131, it was evident that 
most adopted a range of ad hoc modes to communicate180.  
Contemporary evidence suggests that frequent informal communication is critical 
to sustaining interprofessional collaboration222,231. In contrast to this perception, 
this Project found that such interactions were not collaborative as they did not 
provide time for GPs and GPRNs to share decision making and responsibilities180. 
Indeed, reactive ‘door stop’ meetings in this Project frequently led to the delegation 
of tasks and independent practice. This is consistent with the work of Finlayson 
and Raymont134 and Oandasan et al.77 who report decreased collaboration during 
reactive discussions and autonomous working. 
While autonomy is presented at the lower end of the collaborative spectrum73,77, 
GPRN participants appeared to enjoy the autonomy created by independent 
practice179. This is of some significance given that in Australia, autonomy is 
identified as one of the most satisfying aspects of the GPRN role71,278,279 and is 
closely linked to staff retention and productivity53,280,281. Reconciling autonomy and 
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collaboration is perhaps one of the greatest challenges facing the widespread 
adoption of collaboration between GPs and GPRNs in Australian general 
practices.  
Consistent with the findings reported in Paper 1205, many GP participants showed 
little support for GPRN autonomy.  While negative case analysis found that GPRN 
participants could work both autonomously and collaboratively with GPs, this was 
dependent on a strategic commitment to remove clinical hierarchies180. This 
resonates with literature reporting the positive influence that organisational 
commitment has on breaking down hierarchies and in validating the nurse’s 
contribution to collaborative care73,74,282. 
2: Creating Interprofessional Awareness  
The second key finding to emerge from this Project relates to interprofessional 
awareness and the influence of this on creating a collaborative work environment 
in general practice179. While all GP participants were positive about working 
collaboratively with GPRNs, it was evident that few understood the GPRNs’ scope 
of practice or their role potential within the clinical setting180. Additionaly, the GPs’ 
dual role as both employer and colleague added to the complexities around 
interprofessional awareness174.    
There was fluctuating evidence in the Project to suggest that interprofessional 
awareness and willingness to work collaboratively were linked to age179. 
Regardless of age, GP participants who recognised the advantages of working 
collaboratively introduced strategies that improved interprofessional awareness. 
Examples included regular clinical team meetings, clinical teaching sessions and 
developing detailed job descriptions179,180. Implementing these strategies improved 
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interprofessional awareness and created an environment that was conducive to 
GPs and GPRNs working collaboratively180. Narratives from GPRNs in these 
settings also suggest that when these strategies were introduced they worked to 
the full extent of their practice and articulated high levels of satisfaction180. This 
reflects research conducted in New Zealand where positive gains were made by 
improving interprofessional awareness in primary care settings283,284. These 
include an improved understanding of the skills and competencies of others, 
improved workforce retention and increased collaborative practices.  
While National Practice Standards175 have been developed to guide best practice 
and to provide role clarity for nurses in general practice, many GP narratives, and 
indeed several GPRN interviews, indicated a blurred understanding of the GPRNs 
role and scope of practice179. Reflecting the experiences of GPs and GPRNs 
reported in Paper 1205, sub-optimal interprofessional awareness among many 
participants resulted in role ambiguity and was a barrier to collaboration between 
GP and GPRN participants179,205.  
It is plausible however, that many GP and GPRN participants were inadequately 
prepared to work collaboratively. Up until the mid-1980’s, nurses in Australia 
received an apprentice style training in hospitals285. During this period, it was 
widely accepted for doctors to be responsible for clinical decision making229,286. 
Given that most GPRN participants were hospital trained, it is likely that 
acceptance of GPs as clinical leaders infiltrated general practices in this way and 
did little to improve interprofessional awareness in this setting. In addition to this, 
the recent and rapid increase in the GPRN workforce has meant that the skill mix 
and context has shifted rapidly, giving clinicians little time to embrace the impact of 
change.  
CHAPTER 7:  DISCUSSION AND CONCLUSION 
113 
To some extent, a failure for many GP participants to engage collaboratively with 
GPRNs they employ may also be placed on their own tertiary preparation274. 
Within the literature, a history of medical dominance and the role of doctors as 
clinical leaders continues to pervade contemporary medical education287,288. 
Indeed, contemporary literature reports that medical students are less positive 
than nursing students about working collaboratively with nurses and many 
continue to perceive the primary function of nurses is to carry out the doctor’s 
orders288,289. This is consistent with findings arising from this Project179 and Paper 
1205, which reports that a uni-disciplinary approach to health professional 
education limited collaboration between GPs and GPRNs.  
Conversely, interprofessional education has successfully been used to increase 
the confidence of pre-registration nurses and doctors to engage in 
interprofessional team work and to adopt a team-based approach to future 
practice290. It is futher suggested that interprofessional education has the capacity 
to improve interprofessional collaboration and to provide a deeper understanding 
of the complexities of health related care291. Despite these reported benefits, there 
is a paucity of literature reporting the outcomes of interprofessional education 
trials, particularly involving pre-registration nurses and doctors in primary 
care292,293.  
3: The Small Business Element 
The third and final key finding arising from this Project is associated with the small 
business model found in most Australian general practices. Reflecting the work of 
others26,294, this Project found that collaboration in general practice is subject to a 
matrix of professional skill mixes, organisational cultures and hierarchies that are 
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unique to the business model in Australian general practices174. Collaboration 
between GPs and GPRNs in this environment requires GP owners to develop 
innovative ways of creating non-hierarchical clinical workplaces within a 
hierarchical, medically dominated business model180 and to reconcile themselves 
to the dual role of business owner and clinical peer174.  
Historically, Australian GPs have worked independently in solo practices and 
consequently, had minimal interaction with nurses. Over the past decade, 
contemporary Australian general practices have consolidated resources and most 
now comprise multiple GPs with the majority employing at least one GPRN6. 
Reflecting the work of Halcomb et al.53, the roles of GPRNs in this Project often 
developed as a consequence of funding initiatives and increasing health care 
demands rather than being a strategically planned workforce development174.  
A long history of medical dominance combined with the rapid growth in the number 
of GPRNs has created unfamiliar territory within the general practice business 
model. Issues around personal professional and vicarious liability adds to the 
complexities of working in Australian general practice. Professional standards 
explicate a range of professional activities and responsibilities for GPRNs175. 
Consistent with these standards, GPRNs are expected to exercise the skills and 
competencies that reflect their scope of practice and are professionally liable for 
their own practice within these scopes 175,295. At the same time, GP owners carry 
the vicarious liabiliy for the employment of safe and competent employees295.  
These are important issues for employers and employees to understand given the 
increased number of nurses entering the general practice workplace.  
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As owners, GP participants were also responsible for the financial solvency of the 
business and for the generation of income to pay wages and running costs174,296. 
The Medicare funding model, whereby GPs control tax payer money via their 
private businesses is somewhat unique and creates a number of systemic 
challenges around collaborative practice174. The political strength of medical 
professional bodies make widespread system reform difficult to achieve. Given 
these features, it was unsurprising that the hierarchical nature of general practice 
frequently pervaded participant narratives and that GPs were presented as the 
clinical leader180. Hierarchies however, are known to diminish collaboration and 
inhibit knowledge translation73,74,134,205,275,297.  
Resonating with the literature53,54,205,229, medical hierarchies seen in this Project 
limited collaboration between GP and GPRN participants174. This often led to 
frustrations with GPRN participants who felt that the hierarchical nature of general 
practice narrowed their role within the clinical team and their potential to value add 
to service delivery within the practice174,180. The limited occasions where GP 
owners were described as making a deliberate effort to reduce hierarchical 
authority in the clinical setting occurred when the organisation introduced 
strategies that supported the active engagement of GPRNs180.  
Reflecting the literature298,299, non-hierarchical clinical meetings that were 
embedded into daily routine provided GPRNs with opportunities to engage in 
collaborative decision making and to contribute to the effectiveness of the 
organisation180. Given the potential for clinical engagement in this way to improve 
professional satisfaction and intention to stay, non-hierarchical meetings have the 
potential to decrease costs by improving both staff retention and collaboration.  
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Implications for General Practice 
It is evident that after more than a decade of nursing growth in general practice, 
collaboration between GPs and GPRNs remains somewhat of an elusive 
commodity. While it is perhaps to be expected that as practice owners, GPs would 
hold positions of authority in the business, most GP participants continued to be 
portrayed at the apex of a clinical hierarchy with the GPRN completing delegated 
tasks. This did little to support interdisciplinary collaboration or to optimise the role 
of GPRNs within the clinical team. 
In contrast to this, GP owners who introduced strategies that promoted 
professional integration were able to maintain their authoritative position within the 
organisation and at the same time decrease hierarchies in the clinical workplace. 
Such initiatives improved collaboration between GP and GPRN participants and 
optimised the role of GPRNs within the clinical team. This is important in terms of 
maximising available resources and in preparing a workforce to meet the 
increased prevalence of chronic conditions.  
Recommendations for Practice 
The hierarchical structure found in many Australian general practices, together 
with the rapid and ad hoc growth of GPRNs has influenced the way GPs view the 
GPRNs role and the GPRN’s professional identity179. In many instances, a failure 
by GPRNs to develop a strong professional identity was impacted by dependent 
environments whereby GPRNs relied on GPs to delegate tasks. Indeed, rather 
than identifying as independant health professionals with the skills and scope of 
practice to strengthen health services, many participants identified GPRNs as 
employees who play a supportive role to the GP179.  
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As more nurses enter the general practice workforce, it is important that they are 
supported to develop a professional identity that maximises the full potential of 
their scope of practice250,300. This may be achieved by creating a non-hierarchical 
clinical environment and embedding practices that promote collaboration between 
GPs and GPRNs. While this may enhance team effectiveness and professional 
satisfaction, working collaboratively should not be the motivation of a single 
individual. Rather, GPs and GPRNs must work together to shift organisational 
cultures and embed innovative ways of thinking and working together. Such a shift 
will require the cognitive participation and collective action by both groups until the 
new culture becomes integrated within the workplace301-303.  
General practitioners and GPRNs may use the findings reported in this Project to 
open the dialogue and consciousness around collaboration. Embeding 
collaborative ways of working into routine practice will ensure that consumer 
health care needs are identified and that an integrated approach is adopted to 
address these needs. By having the right health professional provide the right care 
to the right consumer, health outcomes will be optimised.  
Recommendations for Education 
It is evident that many GPs in this Project did not clearly understand the different 
scopes of practice of their GPRN colleagues179,180.  This is not new knowledge and 
has previously been reported both internationally and nationally118,304. This Project 
however, has established that collaboration was enhanced and the GPRN’s role 
expanded when GPs actively sought to clarify the GPRN’s scope of practice. This 
finding suggest that exposing future health workers to the scopes of practice of 
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other health professionals has the potential to improve interdisciplinary 
collaboration and reduce role ambiguity. 
The literature reports the value of interprofessional education in breaking down 
hierarchies, reinforcing professional identities and ensuring that professionals are 
cognisant of the professional boundaries, roles, skills and responsibilities of team 
members29,232,306. Regulatory requirements further stipulate that medical and 
nursing graduates must enter the workplace with the skills to work 
collaboratively270,305. Despite this, both in Australia and internationally, 
collaboration between health professionals is challenged by a uni-disciplinary 
approach to delivering core learnings and limited interdisciplinary interaction 
during lectures and tutorials274,293,307. This has created a learning environment 
where there are few opportunities to experience interdisciplinary practice at a pre-
registration level.  
Findings from this Project suggest that the introduction of interdisciplinary 
education for pre-registration nurses and doctors has the potential to remediate 
these issues and create a workplace which is strengthened by interdisciplinary 
understanding and respect. However, more robust evidence to support 
interprofessional education is required.  
Recommendations for Policy 
Findings from this Project provide important insight into the features that influence 
collaboration at a policy and organisational level. It was evident that a failure to 
optimise the GPRNs role within the clinical team was often due to the limitations of 
the existing funding mechanism and need to generate income174. These fIndings 
reflect those described by the Australian Department of Health308, which report the 
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limitations of FFS and a fragmented primary care system where health 
professionals work in isolation rather than optimally as a team.   
Over the past several decades, Commonwealth funding for general practice 
services has undergone several significant reforms, including the introduction of 
the PNIP in 2012 and the subsequent removal of Medicare nurse item numbers. 
Prior to this Project, there was little understanding of the impact that these reforms 
had on collaboration or the GPRNs role. Existing funding mechanisms around 
GPRN delivered care must be reviewed so that GPRNs are not dependent on the 
delegation of tasks by GPs. Rather, GPRNs must be empowered to independently 
contribute towards income generation and the viability of the organisation. This will 
help advance collaboration in a way that is conducive to meeting the workforce 
demands brought about by the growth in chronic conditions and attracting more 
nurses into general practice.  
This Project provides evidence that professional and vicarious liability is a potential 
threat to the way GPs and GPRNs collaborate. As an employer, GP owners carry 
the vicarious liability of employees when procedural guidelines are not provided 
that allow employees to carry out tasks safely and competently295. Given that 
many GPRNs in this Project commenced employment with generic or vague job 
descriptions, it is important that the policy environment around liability is clarified to 
support both GPs and GPRNs to work within these parameters 179.  
Recommendations for Future Research 
This Project has identified and reported new knowledge into the key concepts that 
underpin collaboration between GPs and GPRNs in Australian general practices. It 
did not explore the impact of this way of working on specific chronic conditions. 
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While there has been much research investigating the health outcomes of GPRN 
led interventions67,252,309,310 and consumer satisfaction with nurse-led models of 
care311,312, little attention has been paid to the way that GPRNs and GPs 
collaborate to manage these interventions. Therefore, further research is needed 
to understand if positive outcomes are enhanced by improving collaboration 
between GPs and GPRNs in the context of interventions targeting specific 
conditions or consumer groups.  
It was evident from this study that daily clinical meetings promoted collaboration 
and the engagement of GPRNs in clinical decision making and goal setting. While 
participants acknowledged that this was a costly activity given the time needed to 
conduct such meetings, it was perceived that financial gains were made by 
improved collaboration between team members. Given that regular clinical 
meetings were conducted in only a small number of general practices, it is 
recommended that an economic evaluation be conducted to assess the financial 
implications of different modes of team communication.  
Finally, many participants articulated a lack of interprofessional awareness which 
led to a poor understanding of the nurse’s scope of practice and limited 
interprofessional collaboration. Given that health professionals continue to enter 
the workforce with poor interprofessional understanding, further research should 
explore strategies to build capacity in interprofessional awareness. 
Strengths and Limitations of the Project 
Since the commencement of this Project, several other research projects have 
emerged which have explored collaboration in primary care settings in terms of 
team functioning313, interprofessional practice231, care plan development299, health 
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outcomes314, or collaboration between GPs and health professionals other than 
GPRNs100,222,315. A key strength of this project is that it explores collaboration in 
general practice from the perspective of the two largest groups of health 
professionals working in general practice. 
The risk of selection bias was a potential limitation in this Project316. Reflecting the 
high proportion of female nurses in the GPRN workforce, all GPRN participants 
were female. While there was equal representation in the gender of GP 
participants, gender bias may exist in findings arising from GPRN interviews. In 
addition to this, several participants were recruited via existing professional 
contacts. While it is feasible that such contacts have a vested interest in general 
practice research, selection bias was minimised by ensuring consistent inclusion 
criteria was enforced during the recruitment process317. 
Finally, participants in this Project were recruited from a mix of rural and 
metropolitan practices from two Australian PHNs. While practice demographics 
were largely consistent with PHNs in other Australian States, the two PHNs in this 
Project do not have remote area practices in their catchment. While findings may 
be different in remote areas where GPRNs frequently work independently to GPs, 
many of these nurses have advanced practice skills which were not the focus of 
this Project.  
Conclusion 
This Project has made a significant contribution to understanding the nature of 
collaboration between GPs and GPRNs in Australian general practices. 
Information arising from this Project has demonstrated that collaboration between 
GPs and GPRNs is challenged by a desire for nurses to work autonomously, the 
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tertiary preparation of health professionals, clinical hierarchies and the prevailing 
funding structure. It is evident that collaboration between GPs and GPRNs was 
achieved when the participation of GPRNs was actively sought and new ways of 
working were embedded into the daily routine of participating general practices. 
These environments were conducive to clarifying the GPRNs individual scopes of 
practice, improving professional satisfaction and optimising the GPRNs role within 
the clinical team.  
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Recruitment advertisement 
 
With the increasing number of nurses employed in general practice, more GPs 
and nurses are working together in this setting than ever before. If you are a GP or 
an RN and have been employed in a general practice in the South Eastern or 
South Western Sydney Primary Health Network for at least 12 months we would 
love to hear from you. We are currently looking for participants to participate in an 
interview about your experiences of GPs and registered nurses working together 
in general practice. If you would like additional information on this study, please do 
not hesitate to contact Susan McInnes at sm341@uowmail.edu.au. This research 
has been approved by the Human Research Ethics Committee, University of 
Wollongong (Approval no. HE14/459) 
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Project Title:  
Working together to combat chronic disease 
Who is carrying out the study?  
This study is being conducted by Susan McInnes RN BN(Hons). Susan is a PhD 
candidate in the School of Nursing at the University of Wollongong. The conduct 
and integrity of this project will be overseen by Professor Elizabeth Halcomb and 
Professor Andrew Bonney from the University of Wollongong and Associate 
Professor Kath Peters from the University of Western Sydney.  
What is the study about? 
The purpose of this study is to explore the nature of collaboration in general 
practice and to and identify effective strategies to improve the way general 
practitioners and nurses’ work together. 
What does the study involve? 
The study will involve two data collections. In this part of the study participants will 
be asked to participate in a face-to-face or telephone interview to talk about their 
experiences of working with general practitioners/nurses in general practice.  
How much time will the study take? 
Depending on the amount of information participants wish to disclose, interviews 
may last between 15-45 minutes each.  
Will the study benefit me? 
Whilst there may be no direct benefits to you as an individual, talking about these 
issues may raise your awareness or make you think about how you work with 
others in the general practice setting. It is expected that there will be broader 
benefits for general practice in the future, in terms of more informed policy and 
targeted interventions to improve work practices and patient care. 
Will the study involve any discomfort for me? 
It is not anticipated that the interviews would cause any more discomfort than a 
conversation about such issues with a colleague would cause.  
How is this study being paid for? 
Susan McInnes is a fulltime PhD candidate supported by an Australian 
Government Research Training Program Scholarship. 
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Will anyone else know the results? How will the results be disseminated? 
All presentations of the results will involve aggregated or de-identified data. 
Therefore, no individual participant or workplace will be able to be identified. 
Results will be disseminated in conference presentations, journal publications and 
in a Thesis. 
Can I withdraw from the study? 
Participation is entirely voluntary: you are not obliged to be involved and you may 
withdraw from the study at any time. Withdrawal from this study will not affect any 
current or future association with either the University of Wollongong. 
Can I tell other people about the study? 
Yes, you can tell other people about the project by providing them with the chief 
investigator's contact details. They can contact the chief investigator to discuss 
their participation in the research project and obtain an information sheet. 
What if I require further information? 
When you have read this information, the PhD student will discuss it with you 
further and answer any questions you may have. If you would like to know more at 
any stage, please feel free to contact either Susan McInnes via email 
sm341@uowmail.edu.au or Professor Elizabeth Halcomb via email on 
ehalcomb@uow.edu.au or Phone +61 2 4221 3137. 
What if I have a complaint? 
This study has received Human Research Ethics approval from the University of 
Wollongong Research Ethics Committee (Approval Number HE14/459) 
If you have any complaints or reservations about the ethical conduct of this 
research, you may contact the University of Wollongong Human Research Ethics 
Committee through the Office of Research Ethics on Tel +61 2 4221 3386 or Email 
rso-ethics@uow.edu.au  
Any issues you raise will be treated in confidence and investigated fully, and you 
will be informed of the outcome. 
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I,…………………………………………, consent to participate in the research 
project titled ‘Working together to combat chronic disease’. 
I acknowledge that: 
• I have read the participant information sheet and have been given the 
opportunity to discuss the information and my involvement in the project 
with the researcher/s. 
• The procedures required for the project and the time involved have been 
explained to me and any questions I have about the project have been 
answered to my satisfaction. 
• I consent to the audio taping of my interview with the researcher. I 
understand that my involvement is confidential and that the information 
gained during the study may be published but no information about me will 
be used in any way that reveals my identity. 
• I understand that I can withdraw from the study at any time, without 
affecting my relationship with the researcher/s now or in the future. 
 
Signed:   _________________________ 
Name:   _________________________ 
Date: / /    
This study has received Human Research Ethics approval from University of 
Wollongong Sydney Human Research Ethics Committee. Approval numbers 
HE14/459 
If you have any complaints or reservations about the ethical conduct of this 
research, you may contact the University of Wollongong Human Research Ethics 
Committee through the Office of Research Ethics on Tel +61 2 4221 3386 or Email 
rso-ethics@uow.edu.au  
Any issues you raise will be treated in confidence and investigated fully, and you 
will be informed of the outcome. 
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Demographic Questions 
1. In which postcode do you work? 
3. Are you employed full time or part time? 
4. Highest education (certificate, degree, masters, PhD) 
5. How many years have you been employed as a nurse in general practice? 
6. How long have you been employed at this general practice? 
7. Are you salaried or contracted to this general practice? 
8.  How old are you? 
9. In which country did you receive your nursing/medical education? 
10.  Gender. 
APPENDIX E:  INTERVIEW GUIDE 
164 
 
 
Rationale Interview Questions Prompts 
A failure to understand 
the roles of team 
members is associated 
with poor collaboration 
How do you view the GPRNs role in general 
practice? 
In what way? Can you 
please give an example? 
Has it changed? 
How do you think the GP/GPRN views the 
GPRNs role? Why do you think that? 
Who determines what roles the GPRN 
undertakes in the practice? Why is that? 
To Identify features that 
influence collaboration 
and/or teamwork 
Can you give me an example of how you work 
with the GP/GPRN to provide clinical care to a 
patient? 
Can you please 
elaborate? 
What do you think helps the way you work with 
GPs/GPRNs? 
Is that protocol/normal/an 
exception? 
What do you think gets in the way when working 
with GPs/GPRNs? 
Can you please provide 
an example? 
What is your perception of collaboration? How does this differ from teamwork? 
Explore collaboration in 
private enterprise 
How do you (or do you) communicate with the 
GP/GPRN about clinical issues with individual 
patients? 
Can you provide an 
example? 
How do you communicate issues around a 
systems or managerial problems? What 
examples might you use? 
Can you provide an 
example? 
Do you think GPs and GPRNs could improve 
the way they work together? How? 
What would be needed to 
improve working together? 
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